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STATISTICAL STUDY OF UTERINE 
RUPTURES? * 


By Lyte G. McNEILE, M. D. 
AND 
Raymonp D. McBurney, M.D. 
Los Angeles 


Discussion by Margaret Schulze, M. D., San Francisco; 
Donald A. Dallas, M. D., San Francisco; E. M. Lazard, 
M.D., Los Angeles. 


HIS is an age of preventive medicine. Much 

has been written in recent years about the 
toxemias of pregnancy, hemorrhage, sepsis, and 
the various other major factors which have 
contributed so largely to maternal and infant 
mortality in the United States, but there is an 
astonishing dearth of literature on the subject of 
rupture of the uterus as it occurs in the large 
obstetrical clinics of this country. With the idea 
of bringing out the most frequent causes of rup- 
ture of the uterus in the obstetrical department of 
the Los Angeles County General Hospital, the 
clinical aspects, pathology, treatment, and avail- 
able means of preventing this obstetrical catas- 
trophe, we are presenting this study for your 
consideration. 


PERIOD OF TIME AND NUMBER OF CASES COVERED 
BY STUDY 


All cases of rupture of the uterus occurring 
between January 1, 1923, and March 31, 1934, are 
included in this report. During this period there 
were 17,350 obstetrical cases admitted to the hos- 
pital. In these 17,350 cases, thirty ruptures of the 
uterus occurred, an incidence of one rupture in 
578 deliveries, or 0.17 per cent. This study does 
not include traumatic ruptures occurring during 
criminal or therapeutic abortions, or from opera- 
tive procedures in nonpregnant women; nor does 
the number of admittances, 17,350, include such 
cases. 





+A statistical study of patients at the Los Angeles 
County Hospital (period 1923 to 1934). 
_* From the Department of Obstetrics and Gynecology, 
University of Southern California School of Medicine. 
Read before the Section of Obstetrics and Gynecology 
of the California Medical Association at the sixty-third 


a session, Riverside, California, April 30 to May 3, 
1934, 


CLASSIFICATION 

Primary classification gives Group I, patients 
who had been delivered previously by cesarean 
section, and Group II, patients in whom a previous 
cesarean section was not a factor. With the ever- 
increasing use of cesarean section as a means of 
delivery, and the still unsettled question as to 
whether a previous cesarean section is always an 
indication for cesarean section in succeeding preg- 
nancies, regardless of the indication for the first 
section, we have arbitrarily divided our cases into 
these two groups in order to properly present our 
statistics in regard to this phase. 


REPORT OF CASES 


A statistical study of Group I cases (patients 
who had had previous cesarean section).—Ten of 
the thirty cases of uterine rupture occurred in this 
group. The group is of sufficient importance to 
justify an abstract report of each case. 


Case 1—A Mexican woman, aged 24, gravida 2, 
para 1. Her first labor had been terminated by 
cesarean section, but the indication for operation was 
not known. The patient was admitted six hours after 
the spontaneous onset of labor at full term. On ad- 
mission, there was a bulging and tenderness over the 
lower abdomen, which was not relieved by catheteriza- 
tion. At operation, two hours after admission, there 
was found a complete rupture of the uterus at the site 
of the previous scar, through which the child’s shoulder 
protruded. There was no free blood in the abdomen. 
Operation: Classical cesarean section and sterilization. 
Result: The baby was alive. The mother made an 


uneventful recovery. an 


Case 2.—A white woman, age 19, gravida unknown, 
para 4. Her last labor had been terminated by 
cesarean section, the probable indication being eclamp- 
sia. The patient was admitted five and one-half hours 
after the spontaneous onset of labor at full term. 
At operation, three and one-half hours after admission, 
the placenta and dead fetus, with much free blood, 
were found in the abdomen. A complete rupture of 
the uterus had occurred at the site of the old scar. 
Operation: Supravaginal hysterectomy. Result: Con- 
valescence stormy during first five days. Patient was 
discharged on tenth postoperative day in good con- 
dition. 

7 v v 

Case 3.—A Mexican woman, age 17, gravida 2, para 1. 
Her first child had been delivered by cesarean section, 
the indication being unknown. She was im her sixth 
month of pregnancy when labor began spontaneously. 
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The patient was admitted to the hospital fourteen and 
one-half hours after the onset of labor, the history 
stating that a private physician had in her home 
attempted a manual dilatation of the cervix, and had 
given her two hypodermic injections, one being mor- 
phin and the other apparently pituitary solution. On 
admission, she was in great pain, but did not show 
evidence of shock until immediately before operation, 
three and one-half hours after entry. At operation, the 
placenta and dead fetus, with free blood and clots, 
were found in the abdomen. Operation: Supravaginal 
hysterectomy. Result: Uneventful recovery. 


7 7 7 


Case 4.—A white woman, age 38, gravida 5, para 3. 
Past obstetrical history incomplete, but from data 
obtained we believe that the patient had been de- 
livered of her second child by cesarean section for an 
unknown indication, and the mode of delivery of her 
third child could not be obtained. She was at full term 
when labor was induced at home by her private physi- 
cian, who administered castor oil and quinin. After 
twenty-six and one-half hours of labor she was ad- 
mitted to the hospital, and gave a history of having 
had a sudden, sharp, tearing pain in the abdomen four 
hours before entry. At operation, immediately follow- 
ing admission, a complete rupture of the uterus was 
found at the lower end of the previous cesarean scar, 
but extensive adhesions on the anterior surface of the 
uterus concealed a large blood clot, effectively pre- 
venting any further bleeding from the rupture. Opera- 
tion: Delivery of a living child by cesarean section, 
followed by supravaginal hysterectomy. Result: Un- 


eventful recovery. 
7 7 v 


Case 5.—A Mexican woman, age 23, gravida 3, para 2. 
She had been delivered twice by cesarean section, but 
the indication was not known. The patient was ad- 
mitted eighteen hours after the spontaneous onset of 
labor at full term. The patient’s abdomen was tense 
and painful, but evidence of shock was first shown 
while she was being sent to the operating room, three 
hours after entry. At operation, a double uterus was 
found. There was a complete rupture at the site of 
the old scar, through which the trunk of a dead fetus 
protruded. The abdomen was filled with free blood. 
Result: The patient died during a supravaginal hys- 
terectomy. Pathological report: Rupture of one side of 
a double uterus. The rupture was eight centimeters 
in length. Apparently both previous cesarean sections 
had been done on the same side of the uterus. 


7 y 7 


Cast 6.—A white woman, age 18, gravida 5, para 2. 
She had been delivered twice by cesarean section, but 
the indication was not known. She was admitted 
shortly after the spontaneous onset of labor at the 
fifth month of pregnancy. Labor was uneventful for 
twelve hours after admission, when the patient had a 
sudden, sharp, abdominal pain, but showed no evi- 
dence of shock. Two hours later, she again com- 
plained of lower abdominal pain, and the uterus be- 
came irregular in contour. At operation, fourteen hours 
after entry, a complete rupture of the uterus was 
found at the site of the former cesarean scar. Adhe- 
sions between the uterus and abdominal wall pre- 
vented any bleeding. A dead fetus was delivered by 
cesarean section, followed by supravaginal hysterec- 
tomy. Result: The mother made an uneventful re- 
covery. 


7 y 7 





Cast 7.—A white woman, age 25, gravida 3, para 1. 
She has been delivered by cesarean section, but the 
indication was not known. The patient was at term, 
but was not in active labor. Two weeks previous to 
admission she had a few slight abdominal pains, and 
the day before entry she had had a sudden, sharp pain 
in the abdomen, which was followed by vaginal bleed- 
ing. Jt operation, three and one-half hours after ad- 
mission, two incomplete ruptures of the uterus were 
found along the site of the old cesarean scar. The 
child was in good condition, and there was no free 


Vol. 42, No. 2 





blood in the abdomen. Operation: Cesarean section, 
followed by supravaginal hysterectomy. Result: Un- 


eventful recovery. 
7 7 7 


Case 8.—A white woman, age 18, gravida 2, para 1. 
Her previous child had been delivered by cesarean 
section, no indication being known. She was admitted 
twenty-seven hours after the spontaneous onset of 
labor at full term. It was stated that fifteen hours 
before entry a private physician had given her a 
hypodermic of morphin, the effects of which lasted 
for ten hours. During the five hours preceding ad- 
mission, she had had continuous abdominal pain and 
moderate vaginal bleeding. At operation, one hour after 
entry, the placenta and dead fetus, with a large quan- 
tity of free blood, were found in the abdomen. Opera- 
tion: Supravaginal hysterectomy. Result: Uneventful 
recovery. 

7 7 7 

Case 9.—A white woman, age 22, gravida 3, para 2. 
She had had two previous cesarean sections, the first 
section being done for a central placenta praevia. She 
was admitted three and one-half hours after the spon- 
taneous onset of labor at full term. At operation, four 
hours after entry, there was found a complete rupture 
of the uterus at the site of the old scar, and through 
the rupture protruded a large portion of the placenta. 
There was considerable free blood in the abdomen. 
Operation: Cesarean section followed by supravaginal 
hysterectomy. Result: The child was alive. The 
mother’s recovery was uneventful. Pathological report: 
Necrosis, hemorrhage and inflammatory reaction of 
the myometrium at the site of the rupture. 


7 y 7 


Case 10.—A Mexican woman, age 28, gravida 8, 
para 7. Previous obstetrical history: First labor, cesarean 
section for unknown indication. Second labor, spon- 
taneous. Third labor, bag induction for eclampsia. 
Her fourth, fifth, sixth, and seventh labors were spon- 
taneous. She was admitted seventy-two hours after 
the spontaneous onset of labor at the sixth month 
of pregnancy. During these seventy-two hours, the 
patient had had painful uterine contractions occurring 
about every fifteen minutes. Her contractions con- 
tinued at ten-minute intervals for three hours, when 
they ceased and she showed evidence of shock. At 
operation, seventy-eight and one-half hours after the 
onset of labor, and six and one-half hours after ad- 
mission, a complete rupture of the uterus was found 
at the site of the old scar. There were extensive ad- 
hesions between the omentum and the uterus, which 
prevented the escape of a large clot into the abdomen. 
A portion of the placenta protruded through the rup- 
ture. Operation: Cesarean section, followed by supra- 
vaginal hysterectomy. Result: A 1,150 gram fetus 
was stillborn. The patient had a stormy convales- 
cence, her temperature ranged from 101 degrees to 
103 degrees Fahrenheit. She was transferred from 
the ward because of wound infection, although show- 
ing gradual improvement, and died suddenly on 
the twenty-fourth postoperative day, of pulmonary 
embolism. 


SUMMARY 


Tables 1 and 2 present a summary for the 
Group I cases. 





TasBLe 1.—Uterine Ruptures Following Previous Cesarean 
Section (Group I) 





Number of cases 
Deaths, Maternal 
UNNI . ssstsccatinamnnbidenensces a 

Labor, Onset spontaneous ......................cec:00eseeeee 
Induced with castor oil—pituitary ex- 

tract 

DEOL BE DORI BRE avncssnsscccscesernesscess 
Duration of labor before entry 
Operation, Immediately after rupture 

(No deaths) 
Delayed two to six and one-half 
hours 









(Two deaths) 
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TABLE 2.—Pathology Found at Operation in Uterine Rup- 
tures Following Previous Cesarean Sections (Group 1) 


Free blood in the abdomen 

No free blood in the abdomen..... 

Adhesions—preventing escape of ‘clo s 

Types of rupture—complete 
incomplete 


COMMENT 


All of the ruptures of the uterus in this group 
occurred at the site of the old cesarean section 
scar and, with one exception, were complete rup- 
tures. A number of observers have protested 
vigorously against the dictum. “Once a cesarean, 
always a cesarean.” De Lee’ believes that a pre- 
vious cesarean section may necessitate a subsequent 
section “(a) when the reason for the first one 
still exists, as in contracted pelvis; (b) when in- 
fection occurred after the first section; (c) when 
the previous section is known to have been done 
imperfectly; or (d) when a hernia in the scar. 
or other condition, makes it advisable to reopen 
the abdomen.” 

It is our belief that a nonfebrile postoperative 
course following a cesarean section does not in 
any wav insure that the uterine scar is well healed. 
McNeile has found three complete ruptures of the 
uterus during the course of elective cesarean sec- 
tions done before the onset of labor because the 
patient had previously had a cesarean section, and 
Case 9 of this series showed no evidence of rupture 
prior to operation. 

Histological studies of the uteri of women who 
have had cesarean sections have apparently demon- 
strated that the strength or weakness of a cesarean 
section scar cannot be determined by any means 
which are available at the present time. It is cer- 
tain that an afebrile convalescence is not a criterion 
of wound union. 

Davis,? in a report of eighty-eight cases of rup- 
tured uteri at the New York Lying-In Hospital, 
states that “while rupture through the cesarean 
scar in a subsequent pregnancy is a serious acci- 
dent, the prognosis for the mother is far better 
than in the other cases of complete rupture.” This 
statement is true in our series. The more favor- 
able prognosis may be the result of, first, the 
lessened chance of infections having been car- 
ried into the uterus (and abdomen) through 
vaginal manipulation ; second, the healed tissue in 
and about the previous cesarean scar does not 
bleed so freely as the tissue about a traumatic 
rupture; and third, adhesions about the scar 


often effectively aid hemastasis by favoring clot: 


formation. 
GROUP II CASES 


Summaries for the Group II cases are presented 
in Tables 3 to 10, inclusive. 


Tasie 3.—Uterine Ruptures in Which a Previous Cesarean 
Section Was Not a Factor (Group II) 


Number of cases 
Deaths, Maternal . 18 (90%) 

13 (65%) 
Nonviable 


STUDY OF UTERINE RUPTURES—MC NEILE-MC BURNEY 


Tasie 4.—Ages of Patients in Group II 





= = a 


Youngest .... 
Oldest 


aaa el 20 years 
. 41 years 


There was no  predeuminating 4 age group. 


On the cases in which the diagnosis of uterine 
rupture was delayed, five were diagnosed at 
autopsy, while in eight cases operative procedures, 
having as their object delivery, had caused an 
undiagnosed uterine rupture before entering the 
hospital. Both Cragin and Davis have called atten- 
tion to the fact that complicated cases gravitate to 
hospitals, and for this reason maternity hospitals 
cannot fairly estimate the relative frequency of 


TABLE 5.—Prvious Pregnancies—Patients in Group II 


—=— ——— <= — 


No. of Cases 





shoe 


LD 


. Not recorded 


this accident. Ten of the fourteen cases in which 
the diagnosis of the uterine rupture was delayed 
had been interfered with before entry to the hos- 
pital, and were sent in by private doctors. 

A brief summary of the probable causes of 
uterine rupture in each case is sufficiently illumi- 
nating to justify presentation : 

Case 1. Transverse presentation. Manual dilatation 
oi the cervix, followed by an internal podalic version 


TABLE 6.—Record of Race 








7 cases 
cases 
cases 

2 cases 


Caucasian : 
Mexican ... 
Negro 
Japanese 


and extraction done in the presence of a threatened 
rupture of the uterus. 

Case 2. Prolonged and forcible vaginal and intra- 
uterine manipulation. Procedures included attempted 
version, craniotomy, followed by version and extrac- 
tion. 

Case 3. Attempted forceps delivery through an in- 
completely dilated cervix. 

Case 4. Rupture occurred during an internal podalic 
version and extraction. 


TaBLe 7.—Labor 





= = 


Onset—Spontaneous 
Induced a 
Not recorded dave 
Induction—Castor oil and quinin .. 
Colpourynter 
Colpourynters used in ... 
Induction 7 avai mecigneeits 
Prolonged first. ‘stage : dvedeaes 
Low implantation, place nta .... 


ae 





Dead before delivery. 
Died during delivery... 
Died following delivery 


Pituitary extract medication during .... 
Duration of labor, shortest...................... 
longest 


cases 
5 hours 
5 hours 





















TABLE 8.—Presentations 











INOUE 4ccdandcacsteccinstssanioinsnccnidedecsaphilainesnsoualiabiaciubewsbanteielerts 17 cases 
Breech .......... 1 case 
Transverse .. . 1 case 
PIII ~ ssccin cca cssincsecteansositionigpemnactnininivaanaaneiehcatrcnnmones. ee 

Case 5. Rupture occurred during a manual dilata- 


tion of the cervix. 

Case 6. Forceps delivery. 
obtained. 

Case 7. Rupture occurred during an internal podalic 
version and extraction. 

Case 8. Manual dilatation of the cervix, followed by 
internal podalic version and extraction. 

Case 9. Rupture of the uterus resulted from an at- 
tempt to apply forceps to a breech presentation. 

Case 10. Rupture of the uterus occurred during a 
delivery which included manual dilatation of the cer- 
vix, attempted forceps, and craniotomy. 

Case 11. Rupture occurred during a forceps de- 
livery with the Kielland forceps. 

Case 12. Forcible attempt to perform an internal 
podalic version and extraction in the presence of a 
contraction ring. 

Case 13. Rupture occurred during an internal po- 
dalic version and extraction. 


The details could not be 





TaBLe 9.—Operative Procedures During Labor 





Manual dilatation of the cervix..................... 





4 cases 

UIE WE TUES oan scectcrnnness-<ocescosepsens 1 case 
Internal podalic version and extraction.. 7 cases 
Breech extraction . . anuntinnatt 1 case 
I ie 3 cases 

(One Kielland forceps) 

I vir cciesiccnceastentaebensiokccsacsnteninsspaciciasctsisnsbeliniesninnsie 2 cases 
Kristellar expression ....... : - 2 case 
Manual extraction of placenta 6 cases 








Case 14. Rupture occurred during an attempted 
forceps delivery which was followed by an internal 
podalic version and extraction. 

Case 15. Apparently ruptured spontaneously. 
uterine contractions were said to be very hard. 

Case 16. Case handled by a midwife. There was a 
cephalopelvic disproportion. The uterus apparently 
ruptured spontaneously. 

Cases 17, 18, 19, and 20. Cause unknown. 


The 


COMMENT 


Thus, of the twenty cases of rupture of the 
uterus occurring in patients who had not been 
delivered previously by cesarean section, but two 
recovered. An immediate diagnosis of rupture 
was made in these cases. In the first, the history 
shows that the cervix had been manually dilated 
from five centimeters, forceps delivery attempted, 
and the labor finally terminated by craniotomy. 
During a manual removal of the placenta, many 
small incomplete tears in the uterine muscle were 
noted. The uterus was packed, and the patient 
was transfused, and given supportive treatment. 
Convalescence was uneventful. Jn the second case, 





TABLE 10.—Uterine Rupture 





I | sicsissiascnctcisnttiicnincnencnaenntins 6 cases 
IIE scccshamihclavsdaiicsatic ssntiniebhadiaidinanicsens 14 cases 
Signs of shock following 
III ~ciitiscusiascinatscstosaudasessinniackakisasnonamssuesh Sak ea 
Delayed la cilia aah 6 cases 
Not recorded .. 2 cases 





Pain following 
Extremely variable both 


in degree 
and constancy. 
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TasLe 11.—Probable Cause of Uterine Ruptures in 
Group II Cases 





Spontaneous ... . 2 cases 
Manual or instrumental manipulation ‘during labor 16 cases 
Ne III ccccnis sites cetccsicscacsencentevbtnlniehoiamenanhcnnnnin : 2 cases 





where the patient recovered, an internal podalic 
version and extraction had been performed one 
and one-half hours after complete dilatation. A 
diagnosis of incomplete rupture of the uterus was 
made during manual removal of the placenta. At 
operation, immediately after diagnosis, an eight 
centimeter, incomplete rupture in the lower uterine 
segment on the left side, was found. There was 
hemorrhage into the left broad ligament. The 
operation was supravaginal hysterectomy. Con- 
valescence was very stormy, and the patient was 
not discharged until the fiftieth postoperative day. 


ETIOLOGICAL FACTORS IN RUPTURE OF 
THE UTERUS 


Predisposing Causes.—Disproportion between 
the presenting part and the pelvis, and a uterine 





TasLe 12.—Statistical Data Relating to the Uterine 
Ruptures in Group II 





Type—Complete ........ 
Incomplete ... 
Site —Limited to fundus.......... 
Lower uterine segment... 
Anterior surface of uterus.. 
Posterior surface of uterus... 
Left side of uterus.................. 
Right side of uterus............... 
Direction of Rupture—Transverse 
Longitudinal 
Extension—Upward from cervix 
Into broad ligament.. 
Into fundus ............... 
Into bladder 
Free blood in abdomen...... ee 
ee a aa a 
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scar of a previous cesarean section are definitely 


shown to be the most important predisposing 
causes. 


Exciting Causes.—Ill-advised, and unskillfully 
executed operative procedures for the termination 
of labor, particularly when undertaken in the 
presence of a thinned-out lower uterine segment, 
are the most common exciting causes. Although 
the improper use of ergot and pituitary prepara- 
tions during labor is definitely known to be an 
extremely important exciting cause, no ruptures 
in this series were brought about through use of 
these drugs. Doctor McNeile has personally seen 
a considerable number of ruptures resulting from 
the use of pituitary solution during the first and 
second stages of labor, and again stresses the 
danger of improper pituitary medication during 
labor. External violence as a cause of uterine rup- 
ture is so rare that it is only of academic interest. 





TABLE 13.—Treatment Following Uterine Rupture 





Supravaginal hysterectomy ......................... 
Suture of rupture ......... 

Repair of bladder, uterus ‘unrepaired... 
Died during attempted laparotomy... 
Diagnosis not made prior to autopsy. 
Delayed diagnosis, no operation 
Condition too poor for operation 
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DIAGNOSIS 


Threatened rupture of the uterus may occur 
without symptoms, particularly when there is a 
scar from a previous cesarean section. The classi- 
cal picture is usually present, however, and is 
easily recognizable if the patient is carefully ob- 
served. There is no progress in spite of hard 
uterine contractions. The uterine contractions are 
unusually painful, and the abdomen is very tender, 
particularly over the lower uterine segment. There 
are signs of exhaustion, with a rising pulse rate. 
There is little or no interval between uterine con- 
tractions. The fetal heart tones always show 
variations from normal rate and quality. The so- 
called “contraction ring of Bandl” may or may 
not be present. 

Rupture of the uterus may, and frequently 
does, occur without characteristic signs and symp- 
toms. Usually, a sudden, tearing pain, followed by 
the cessation of uterine contractions, disappear- 
ance of the contraction ring, recession of the pre- 
senting part, and softening and tenderness of the 
abdomen are pathognomonic. The uterus (if the 
fetus has passed through the rupture into the 
abdominal cavity) is now apt to be small, well 
contracted, and pushed to one side of the lower 
abdomen. The blood pressure drops, and the 
patient presents the picture of a patient in shock. 
The symptom, external bleeding, is not constant, 
and is not of diagnostic importance. From a 
practical standpoint, any evidence of shock during 
or immediately following labor should call for the 
serious consideration of rupture of the uterus as 
a possible cause. This is particularly true if any 
operative procedure has been attempted, if pitui- 
tary solution or ergot has been used prior to 
delivery, or if the history of the case discloses 
any previously existing condition or operation 
which might tend to weaken the uterine muscle. 
Thus, a curettage, a salpingectomy with excision 
of the uterine cornu, or the removal of an adherent 
placenta in previous labors, might be of etiological 
interest. De Lee makes it a rule after every opera- 
tive delivery, whether or not symptoms are present, 
to examine the uterus, at least the lower uterine 
segment, with the whole hand, and determine, 
beyond suspicion of a doubt, the extent and loca- 
tion of any injury. We believe that this is good 
practice, and should always be done when the 
conditions are proper, and a rigid aseptic technique 
can be carried out. 


TREATMENT 


Davis says: “The time to treat rupture of the 
uterus is before it occurs. In the last analysis, 
this means better, more conscientious, and syste- 
matic care during pregnancy and labor.” The 
most important prophylactic measures include the 
avoidance of unintelligent use of ergot and pitui- 
tary preparations during labor, and a more con- 
servative attitude in terminating pregnancy or 
labor by operative measures. 

It is the belief of the authors that no fixed 
procedure is applicable in the treatment of actual 
rupture of the uterus. Each case must be indi- 
vidualized. In general, supravaginal hysterectomy, 
immediately after the rupture has occurred, will 
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give best results. In a not inconsiderable number 
of cases, particularly in young women desiring 
additional living children, the suturing of the rup- 
ture will give satisfactory results, and, in two such 
cases, Doctor McNeile has subsequently delivered 
living children by cesarean section. 


CONCLUSIONS 


1. In 17,350 consecutive obstetrical cases ad- 
mitted to the Los Angeles County General Hos- 
pital, there occurred thirty uterine ruptures, an 
incidence of one in five hundred and seventy-eight 
cases. 

2. Rupture of the uterus is nearly always 
preventable. 

3. While rupture through the cesarean scar in 
a subsequent pregnancy or labor is a serious acci- 
dent, we find that the prognosis for the mother is 
far better than in the other cases of complete 
rupture. 

4. The radical attitude adopted by many physi- 
cians in attempting operative procedures to shorten 
labor, without regard for proper obstetrical indi- 
cations or conditions, is shown to be the pre- 
dominant factor in causing rupture of the uterus 
in cases not caused by the rupture through a 
cesarean section scar. 

5. A patient who has had a cesarean section 
should be delivered by cesarean section at or near 
term, in subsequent pregnancies. 

6. The prognosis in cases of rupture of the 
uterus depends to a great extent upon the imme- 
diate recognition and treatment of the condition. 

The authors are convinced that after every 
operative delivery the lower uterine segment should 
be examined manually to determine the presence 
of possible injury, if aseptic conditions are satis- 
factory. 

523 West Sixth Street. 
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DISCUSSION 


MarcareT Scuuuze, M.D. (University of California 
Hospital, San Francisco).—Doctor McNeile has given 
us an excellent discussion of a subject of constantly 
increasing importance. The high incidence of cesa- 
rean section at the present time brings up for our 
consideration each year the problem of delivery in a 
number of pregnant women having a cesarean scar 
in the uterus. When the initial operation has been 
done for a pelvic indication, the indication, of course, 
remains, and all are agreed that a repeated section 
is the only method of delivery to be considered. Much 
discussion has centered about the type of delivery 
when the indication for the first cesarean no longer 
exists; that is, whether a uterine scar per se is an 
indication, as is maintained by those who uphold the 
dictum “once a cesarean, always a cesarean.” I agree 
very definitely with the essayist that it is, for we have 
no method of determining which uterus is likely to 
rupture, and which is not. It is generally stated that 
infection and faulty suturing predispose to later rup- 
ture of the scar, and this is true; yet competent sur- 
gery and an afebrile convalescence are no guarantee 
against it, as increasing experience shows. Nor have 
we any practicable way of determining placental im- 
plantation over the scar—an important predisposing 
factor. It was at first felt that the scar in the low 
cervical cesarean would be far less likely to rupture; 
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yet cases of this type are gradually accumulating, one 
being reported by Doctor Maxwell from the Uni- 
versity of California Clinic, and many others else- 
where. The generally stated incidence of rupture 
(from 2 to 4 per cent) might make us wonder whether 
the risk of repeated section were not greater than 
the danger of rupture. Yet these statistics are fal- 
lacious, for they do not consider the method of de- 
livery. Thus Wilson reports, from the Johns Hopkins 
Clinic, an incidence of 2.2 per cent of uterine rupture 
in 133 pregnancies following cesarean section in one 
hundred women. But eighty-eight of these pregnan- 
cies were terminated by repeated section, and hence 
were not subjected to the strain of labor. The ratio 
of rupture to successful delivery by the natural pas- 
sages was 3:39, or 7.6 per cent. Eardley Holland’s 
collective investigation of British hospitals showed an 
incidence of eighteen ruptures in 448 repeated preg- 
nancies, or 4 per cent, and the proportion of ruptured 
scars to successful delivery by the natural passages 
was 18:78, or 23 per cent. This was truly a formidable 
figure, and one which does not well support a policy 
of watchful waiting even under the most careful ob- 
servation, nor does Wilson's objection that cesarean 
section cannot prevent the considerable proportion of 
ruptures which occur before the onset of labor seem 
to me a very valid argument. If so many cannot 
stand even the strain of pregnancy, should we subject 
any to the far greater strain of labor? Doctor Mc- 
Neile’s case No. 10 is of great interest. One might 
consider a single successful labor after a cesarean 
section a fair test of a scar, and feel less concern about 
allowing a succeeding pregnancy to terminate by the 
natural passages. However, this woman had six such 
deliveries, even including one bag induction, but rup- 
tured her uterus in her eighth labor in attempting to 
deliver an 1,150-gram fetus. 

The relatively good prognosis of rupture following 
cesarean section is well illustrated by Doctor Mc- 
Neile’s series. More careful observation and earlier 
recognition may be a factor here in addition to the 
very important ones mentioned. 

The prophylaxis of spontaneous rupture is merely 
good obstetrics, and in a properly handled case it 
should not occur. We cannot overemphasize the 
danger of pituitary solution during active labor, and 
feel that our rule, that it is never to be given by an 
intern without consultation with a staff member, is 
a good one. The danger of operative manipulations 
in the presence of a thinned-out lower uterine seg- 
ment is well illustrated in this series. Complete re- 
laxation under deep anesthesia before any attempt at 
version and extraction is most important and may 
serve to prevent some of the ruptures due to this 
cause. The development of the cervical cesarean sec- 
tion is an important factor in prevention, since we 
may give the patient a test of labor and not be im- 
pelled to deliver her from below if her progress makes 
it seem improbable that she will deliver herself. The 
examination of the lower uterine segment after every 
operative delivery in which rupture might have oc- 
curred seems a wise precaution, since it permits recog- 
nition of the condition before the onset of symptoms; 
and as was indicated in the paper, early recognition 
and treatment are the most important factors in prog- 
nosis, 


ado 


» 

Donato A. Darras, M.D. (490 Post Street, San 
Francisco).—This paper has brought to our attention 
a very interesting group of patients. The extreme 
seriousness and relative frequency of rupture of the 
uterus are not ordinarily appreciated by anyone except 
the experienced obstetrician. However, any condition 
which occurs once in every five hundred deliveries, 
and carries a maternal mortality of from 20 to 90 per 
cent, and a fetal mortality of more than 60 per cent 
should be called to the attention of the medical pro- 
fession. 

I have always felt that “once a cesarean always a 
cesarean” is a doctrine fundamentally sound and will, 
in the long run, save a great many lives. Last year I 
had the unique experience of actually seeing the 
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uterus rupture while doing a cesarean section on a 
patient who had previously had two cesarean sections. 
The site of the rupture was the scar of a classical 
cesarean which had gone through a second pregnancy, 
and had been inspected at the time of the second 
cesarean. The third pregnancy was uneventful. The 
patient entered the hospital several days before term, 
and had had a few mild pains before being taken to 
the operating room for the third cesarean. On open- 
ing the abdomen the lower angle of the scar had also 
opened and the amniotic fluid could be seen through 
the peritoneum and membranes. While inspecting 
this area the uterus contracted and the scar opened 
to its full length. There was only a small amount of 
bleeding from the ruptured scar. The peritoneum was 
incised, and the opening in the uterus was extended 
about one inch, and the baby delivered through the 
rupture. The edges were freshened and the wound 
closed in the usual manner. This case demonstrates 
very nicely the point emphasized in this paper—that 
there is generally little hemorrhage from the rupture 
of an old cesarean scar—and accounts for the low 
maternal mortality in this class of cases as compared 
with ruptures of the uterus from any other cause. 

I could not help being impressed with the summary 
of probable causes of uterine rupture in the second 
group of cases. The first thing that struck me was 
the fact that at least eight out of the twenty uteri 
had been ruptured during the performance of internal 
podalic version. This operation is, in my estimation, 
the most dangerous one, for both the mother and 
child, used in obstetrics. I must prefer low cesarean 
section in those cases where there is a choice between 
the two operations. The second striking thing in this 
list is the fact that there was apparently only one 
spontaneous rupture of the uterus. In other words, in 
nineteen out of the twenty cases probably the uterus 
was actually ruptured by the operator. It is my im- 
pression from the few cases of rupture of the uterus 
that I have seen, and from this paper, that it occurs 
almost exclusively in patients who should have been 
delivered by cesarean section. 


ah 
ed 


E. M. Lazarp, M.D. (1930 Wilshire Boulevard, 
Los Angeles).—The authors’ most interesting study 
of the uterine ruptures occurring in our services at 
the Los Angeles General Hospital furnishes material 
for several very interesting conclusions. 

In Group 1—those following previous cesarean sec- 
tions and comprising one-third of the entire series— 
the authors do not so state, but all of those ruptures 
followed previous sections of the classical type. The 
reason of the comparative frequency of rupture follow- 
ing the classical type of operation and rarity of rup- 
ture after the low cervical operation, is not only due 
to the better healing of the uterine wound after the 
low cervical operation, but also, I believe, to the com- 
paratively frequent implantation of the placenta over 
the uterine cicatrix of the classical operation and rup- 
ture by erosion of the placental villi. In at least one 
of the cases reported, Case 9, and possibly three 
others, the placenta had covered the cicatrix of the 
former operation. While there have been a few cases 
of rupture following the low cervical operation re- 
ported, so far as I know there has not been reported 
a rupture before the onset of labor, after the low 
cervical operation. In one of the patients, No. 7, 
following classical section, rupture took place before 
the onset of labor, and I recall at least two other cases 
of rupture, in my service at the Los Angeles General 
Hospital, before the onset of labor. Both these cases 
antedated the period covered by this report. These 
cases confirm the claim made by its proponents of 
the superiority, from the standpoint of safety in future 
pregnancies, of the low cervical over the classical 
procedure. 

I fully agree with the authors that any pregnancy, 
following a previous section, should be terminated 
by section at or near term. While I have delivered 
patients per vias naturales after previous sections, 
these were patients who were well advanced in labor, 
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with head well engaged and os completely dilated 
when first seen. In any patient in whom previous 
section has been done. whether of the classical or 
low cervical type, and where the patient is under my 
care before the onset of labor, I insist on repeating 
the section at term or at the onset of labor, as I refuse 
to watch such a patient in labor, and wonder if and 
when such scar is going to rupture. 

In reviewing these case reports, one is amazed at 
the temerity of some attendants in carrying out such 
procedures, such as induction by the administration 
of castor oil, quinin and pituitary, manual dilatation 
of the cervix, etc., in these previously sectioned 
patients. 

The results of operation in the first group, showing 
no mortality in the two cases operated on immediately 
after rupture, and two deaths in those operated on 
in from two to six and one-half hours, demonstrate 
the value of early recognition and operation in the 
cases, 

The second group of cases, those in which previous 
section was not a factor, justify the author’s con- 
clusion, which I would emphasize, viz., “The radical 
attitude adopted by many physicians in attempting 
operative procedures to shorten labor, without regard 
for proper indications or necessary conditions, is shown 
to be the predominant factor in causing rupture of the 
uterus in cases not caused by rupture through a 
cesarean scar.” 

Of the twenty cases, forcible operative attempts 
(including manual dilatation, forceps, version, and 
craniotomy) were made in all but two. One of the 
latter was the case of gangrene of the lower uterine 
segment, which I have hitherto reported. 

Aside from this, the remarkable feature of this 
group is the mortality of 90 per cent, as contrasted 
with a mortality of but 20 per cent in the section 
group. This is readily understood when the shock of 
a prolonged labor and operative attempts, and the 
great degree of probability of infection having been 
introduced, are taken into consideration. 


PERITONITIS AND DRAINAGE* 
A PATHOLOGICAL AND CLINICAL STUDY 


By Georce K. Ruopes, M. D. 
AND 
JoHN FERNALD, M.D. 


San Francisco 


Discussion by John D. Dameron, M. D., Stockton; 


Charles T. Sturgeon, M.D., Los Angeles; Emmet Rixford, 
San Francisco. 


"TREATMENT of peritonitis must be divided 

between general supportive measures and sur- 
gical procedures. Since patients with peritonitis 
die of ileus, toxemia, dehydration, starvation, loss 
of chlorids, etc., we recognize the urgent need of 
adequate supportive treatment throughout the ill- 
ness and convalescence. The rationale of general 
supportive treatment is generally well understood 
and practiced by surgeons today. The surgical 
treatment of peritonitis, however, is still a field 
for much stubborn controversy. 

The diagnosis by the profession of “acute sur- 
gical abdomen,” is now being made with increasing 
accuracy. In fact, probably too often, ill-advised 
operations are done hastily by overzealous sur- 
geons. The dangers of delayed surgery are be- 


coming less of a problem than those of ill-executed 
surgery. 


* From the Department of Surgery, University of Cali- 
fornia Medical School. 

Read before the General Surgery Section of the Cali- 
fornia Medical Association at the sixty-third annual ses- 
sion, Riverside, April 30 to May 3, 1934. 
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Why do more people die from appendicitis in 
the United States than in any other country?! Is 
the incidence of the disease becoming more fre- 
quent, is it more virulent, or are those who under- 
take to treat the conditions negligent of their 
obligations? Should not each of us enroll in a 
campaign to study and further disseminate certain 
knowledge of peritonitis which seems fairly well 
established by laboratory tests and clinical trials? 


PHYSICAL AND PATHOLOGIC CHANGES OF 
PERITONITIS 


With the onset of peritoneal irritation there 
early develops an acute transudate which may 
vary in nature from clear straw-colored fluid (as 
in tuberculosis) to a thick turbid exudate filled 
with leukocytes and bacteria. With the develop- 
ment of the exudate, there is a precipitation of 
fibrin wherever irritant or foreign material is 
most concentrated. 


It is by means of this exudate that the leuko- 
cytes and lysins called out are able so effectively 
to combat and overcome infections within the ab- 
dominal cavity. The presence of fibrin still further 
walls off infections, thereby preventing their 
spread and the absorption of toxins.® 

Intestinal movements are remarkably inhibited 
throughout the course of peritonitis, and this also 
illustrates one of nature’s many means of lessen- 
ing the spread of infection. As peritonitis pro- 
gresses, a paralytic ileus develops as the beginning 
of a series of reactions, a vicious circle that tends 
to bring about the patient’s death. Often the 
plastic peritonitis which develops may so involve 
the bowel that a mechanical obstruction is super- 
imposed upon a threatened paralytic ileus. If the 
damage to the peritoneum is severe, the thick 
fibrinous deposits later may organize into dense 
adhesions and become important factors in pre- 
cipitating most of the later intestinal obstructions. 
In less severe reactions, only filmy adhesions de- 
velop, which may be entirely absorbed later. 


BACTERIOLOGY 


The bacterial flora found in peritonitis will vary 
with the nature and source of the infection. If 
the gastro-intestinal tract is the source of con- 
tamination, the numerical rate of the bacteria 
found, and their specificity, vary from zero in the 
stomach to maximum proportions in the large 
bowel. 

Routine careful cultural studies on 106 cases of 
perforated appendix were made by Meleney in 
1931.2 In this series there was an incidence of 
B. coli in 87 per cent of the cases, green strepto- 
cocci in 49 per cent, and B. welchii in 38 per cent. 
These three were the most prevalent types found 
in a total of twenty-three groups isolated. It is 
evident that there is a multiplicity of bacterial 
groups isolated in case of individual contamination 
from the appendix or large bowel. The clinical 
picture of peritonitis which may result from such 
a contamination will depend to a certain extent 
upon the virulence of the predominant bacterial 
growth and the environment present for this 
growth. Marchini* pointed out that the peritoneum 
has greater power of defense than any other tissue, 
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and this defense is increased by inflammation, 
especially that caused by B. coli. Gueri,® of Rome 
(1932), writing on absorption of B. coli, concluded 
that absorption is in inverse ratio to the degree 
of peritonitis. The absorption of toxins and bac- 
teria is probably directly through the peritoneum 
into the circulation, and also by way of the thoracic 
duct, as shown by David. Experiments such as 
those by. Steinberg’ (1928) show that virulent 
cultures introduced into the peritoneal cavity kill 
the animals within twenty-four hours. These ani- 
mals showed a hemorrhagic transudate and evi- 
dence of acute peritoneal injection, quite similar 
to the rare primary streptococcic peritonitis in 
human beings, but did not develop a typical plastic 
peritonitis unless a solution of 2.5 per cent gum 
tragacanth was used with the culture. 


The role of the thoracic duct in carrying toxins 
and bacteria into the general circulation has re- 
ceived careful study. Aside from the technical 
difficulties of controlling all the anastomases of 
the thoracic duct, the experiments of David ® 
(1927), indicate that drainage of the thoracic duct, 
as suggested by Costain,® would offer little help 
in therapy. David, after first controlling the anas- 
tomoses, inserted a cannula into the thoracic duct 
and another into the femoral artery. Lethal cul- 
tures then were injected into the peritoneal cavity 
and the animals experimented upon all died within 
twenty-four hours of toxemia, and bacteriemia 
and positive growths were obtained from both 
thoracic duct and femoral artery. 

David® also showed that if a plastic type of peri- 
tonitis were produced experimentally, no growths 
were obtained from either the thoracic duct or 
blood stream. From this type of experiment we 
must assume that the major problem in plastic 
peritonitis does not concern itself primarily with 
septicemia or bacteriemia. It is rather a problem 
of ileus. 

Furthermore, Halsted® and others’? proved 
experimentally that it is almost impossible to pro- 
duce a real plastic peritonitis without the intro- 
duction of some foreign material or chemical 
irritant in addition to the virulent culture used. 
Experimental studies indicate that the degree of 
toxemia or bacteriemia, which results from an 
introduction of a pure cultural growth or of toxins 
into a normal or irritated peritoneum, is distinctly 
inhibited as a plastic peritonitis develops. Morton® 
(1927) observed that peritoneal absorption of 
phenolsulphonephthalein likewise was decidedly 
retarded under similar conditions. 


Thus it is evident that, with the onset of plastic 
peritonitis, the normal powers of absorption are 
markedly restricted, and nature attempts to con- 
fine the disease to the peritoneal cavity. Clinically 
we often are surprised at the apparent freedom 
from toxicity in the patient with peritonitis for 
several days, until the more tragic, foreboding 
signs develop with the onset of paralytic ileus. 

The hope of the bacteriologists, that they may 
solve the therapy of peritonitis, seems distant at 
this time. Their aim might best be directed at 
some general or specific measure which would 
rapidly mobilize the lysin and phagocytes of the 
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peritoneal exudate. On account of the multiplicity 
of organisms, any specific vaccine necessarily must 
be of a polyvalent nature. The therapeutic value 
of bacteriophages and variously prepared lysates 
needs much honest clinical study with proper con- 
trols before it can withstand unbiased scientific 
criticism. 

Steinberg’ and his workers apparently were 
able to produce a relative immunity by the injec- 
tion of killed B. coli into the peritoneum of dogs. 
These immunized animals responded with a higher 
concentration of leukocytes in the peritoneal fluid, 
and this suggests that possibly the apparent bene- 
ficial results arise from this concentration rather 
than from specific antibodies. The results of such 
studies, however, probably are most applicable to 
prophylaxis rather than to therapy. Experimental 
work would suggest that peritonitis is a process 
of immunity which limits the infection and pre- 
vents the sepsis to which the unimmunized animal 
succumbs. 


EXPERIMENTAL STUDIES OF PERITONITIS 


Reference already has been made to the difficulty 
of producing a plastic peritonitis in animals which 
is comparable to that seen in man. Most labora- 
tory workers *”® are agreed that it is almost im- 
possible to produce a plastic peritonitis experi- 
mentally with simple bacterial cultures. It is 
necessary to add some foreign material such as 
gum tragacanth, rubber drain, or chemical irritant 
in order for the growth to initiate a typical plastic 
peritonitis. Benians’® in 1924, showed that the 
peritoneum of normal rabbits rapidly lyses large 
numbers of living B. coli with no ill effects. This 
normal protection is upset by the presence of 
0.5 per cent gum tragacanth, so that the animal is 
overcome by the same dose of the virulent culture. 

The nearest approach to an experimental dupli- 
cation of the pathologic picture of peritonitis 
probably is the work done by Droegmiiller and 
Heilman* in 1931. They produced peritonitis in 
dogs by opening a loop of ileum approximately 
40 centimeters long, leaving the mesentery intact, 
and restoring the continuity of the gut around the 
loop. This method, they stated, gave essentially 
the same pathologic picture as is seen in human 
diffuse peritonitis. (There is the exception, how- 
ever, that in the dog, ileus is a rare occurrence, 
probably because the intestinal musculature is 
stronger, and the exudate somewhat more pro- 
fuse.) In the control animals, this experimental 
peritonitis, by means of the open loop, was fatal 
in 90 per cent of the cases, with an average dura- 
tion of four days. Thirty-three animals were 
operated on in one series, and when examined at 
the end of twenty-four hours all showed a spread- 
ing plastic peritonitis covering approximately one- 
half of the peritoneum but not extending down 
into the pelvis or up onto the diaphragm. This 
stage, according to the authors, corresponds to 
what would be seen in the human being after six 
hours, because leakage from the dog’s bowel is 
slower. The intensity of the peritoneal reaction 
was found to be greatest at the focus of contami- 
nation and to decrease radially. Free loops of 
bowel might be covered with fibrin, without show- 
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ing obvious pathological change beneath it. In the 
thirty-three animals, the contaminating loop of 
bowel was removed at the end of twenty-four 
hours, to clear up the focus of infection, and the 


abdomen was closed without drainage. Nineteen 
(58 per cent) of these animals died, five with local 
and fourteen with general peritonitis. Of this 
same group, however, fourteen (42 per cent) sur- 
vived and were sacrificed in from fifteen to sixty- 
five days. In no case was any gross purulent 
exudate found in the abdomen. 


In a second series of twenty dogs, the abdomen 
was likewise reopened after twenty-four hours, 
the contaminating loop was removed, and two 
rubber drains were inserted, one toward the pelvis 
and one into the upper abdomen, crossing the 
soiled area. Of the eighteen dogs which survived 
the second operation, seventeen died of suppura- 
tive general peritonitis, and one of streptococcic 
pneumonia, a mortality of 100 per cent. At autopsy 
the drains were found to be encapsulated so as to 
prevent their function as drains, the lower ab- 
dominal drains being more completely walled off 
because of the position of the omentum. The use 
of intra-abdominal drainage had increased the rate 
of mortality of peritonitis in these animals from 
58 to 100 per cent. 


The authors concluded that drains in a spread- 
ing peritonitis are worse than useless, and do not 
extraperitonealize a zone which is the site of such 
a process. They suggested that, in clinical cases, 
the focus of the infection should be removed at 
operation, the exudate removed by suction, since 
it is toxic, and that the abdomen should be closed 
with drains put down only as far as the peritoneum 
to prevent the formation of abscess in the fascial 
planes. 


DRAINAGE OF THE PERITONEAL CAVITY 


Almost every investigator has been positive in 
the statement that it is impossible to drain the 
infected peritoneal cavity. Abdominal drainage 
was conceived first by Hippocrates for the relief 
of ascites. The simple plain metal cannula of 
Hippocrates was used with ornate variations by 
his followers for several centuries. Heister, in the 
eighteenth century, first inserted a wick into the 
cannula and noted the phenomenon of capillary 
drainage. In view of the success in removing 
ascitic fluid, illogically it was concluded that drain- 
age of the toxic peritoneal content would cure the 
patient of peritonitis. 

With the advance of surgery during the nine- 
teenth century, there was a veritable orgy of 
fanciful devices for freely draining the abdominal 

cavity on almost any provocation. From 1830 to 
1910 the majority of surgeons followed the doc- 
trine of “drain all’ (which was expressed as a 
consensus of opinion at the Paris Surgical Con- 
ference of 1911), although there were already a 
few dissenters from this thesis. Lawson Tait, at 
about that time, stated the more conservative dic- 
tum, “When in doubt, drain.” W. J. Mayo, in 
1929, suggested that this be changed to “When 
in doubt, don’t drain.” This paper pleads for an 
even more limited use of abdominal drainage in 
peritonitis. 
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The futility of drainage in peritonitis has been 
verified repeatedly by much experimental and 
clinical study. Delbet,’? in 1889, reported his in- 
teresting studies on peritoneal drainage. He put 
a glass tube in the pelvic peritoneum. Within 
forty-eight hours fluids injected into the abdomen 
through another opening failed to escape through 
the first tube. After forty-eight hours the drains 
were completely walled off by omentum, intestines, 
and coagulum. He concluded that drainage of the 
general abdominal cavity was impossible. 

Yates,’* in 1905, arrived at similar conclusions 
in his monumental work, and found that all his 
drains were walled off and made water-tight within 
eight hours. 


CLINICAL OBSERVATIONS AND CONCLUSIONS 


These brief notes on the experimental studies 
of peritonitis must cause the surgeon to wonder 
whether or not the urge to drain freely is not a 
fetish which we have inherited from our patron 
saint Hippocrates and his illustrious followers. 
If we grant that, in the well walled-off intra- 
abdominal abscess, there is some justification for 
draining such a cavity, what other use has intra- 
abdominal drainage in peritonitis ? 


ADVANTAGES OF DRAINS 


The advocates of draining an infected perito- 
neum cite the following arguments in favor of 
drains : 


1. They drain the infected abdominal cavity. 
Do they? There is abundant experimental and 
clinical evidence to prove that within a very few 
hours the drain ceases to act other than as an 
intra-abdominal foreign body, which is walled off 
by adhesions of omentum, intestine, and coagulum. 


2. They localize the infection. This is very prob- 
lematic, unless the presence of such a foreign 
body becomes an exciting cause for a further 
localization which might not otherwise have 
existed. 

3. They prevent secondary abscesses. The very 
nature of the pathologic changes of peritonitis 
complicated by a drain would discount this suppo- 
sition. The author’s personal observations indicate 
that the mere presence of an intra-abdominal 
drain has not decreased the incidence of secondary 
abscesses. 

DISADVANTAGES OF DRAINS 


The disadvantages of the intra-abdominal drain- 
age are numerous: 


1. Experimental and clinical evidence show that 
an intraperitoneal drain ceases to act as such after 
from four to six hours."***"% 

2. The presence of a foreign body, such as a 
drain, has been proved to lower the natural im- 
munity of the peritoneum against infections.’°" 
(This would indicate that the drain is a menace, 
rather than a help.) 

3. Drainage causes a temporary loss of the nor- 
mal defensive peritoneal fluids. 

4. There is a longer and more stormy convales- 
cence, because of the added intra-abdominal patho- 



























logic changes caused by the foreign body ; resulting 
in partial obstruction, ileus, and increased peri- 
tonitis. 

The incidence of infection in the wound is 
greater. An intra-abdominal drain through an 
infected wound must attract and harbor all the 
dependent suppuration of that abdominal wound. 
The profuse purulent discharge from such a 
drained wound arises primarily from suppuration 
in the abdominal wall, and not from within the 
abdominal cavity. The depths of such a drainage 
tract, therefore, collects suppuration from the 
abdominal wound, and hence aggravates the intra- 
abdominal infection surrounding the drain. 


6. There is naturally a higher incidence of post- 
operative adhesions which later are the cause of 
most cases of acute intestinal obstruction. 

There is a higher incidence of early and late 
postoperative hernia. 

8. Pressure necrosis of the drain has been the 
cause of many fecal fistulae and fatal hemorrhages. 


IS INTRA-ABDOMINAL DRAINAGE NECESSARY ? 


Does the clinical evidence show that 
abdominal drainage is necessary? 


The author’s experience agrees with the obser- 
vations of many others,** **?®1!%18 who have pub- 
lished their views accordingly. Dr. J. D. Dameron** 
of Stockton, California, was one of the first to 
express these views in an article published in 1914. 
Doctor Dameron is still of the same convictions. 


For about ten years it has been the policy of 
the San Francisco Emergency Hospital Service to 
avoid all intra-abdominal drainage in cases of con- 
taminations and infections of the peritoneal cavity. 
We now have a consecutive series of over 200 
cases of perforated peptic ulcers so treated and 
reported.’® Furthermore, in no instance have we 
drained the abdominal cavity in cases of severe 
injury with gross contaminations from the gastro- 
intestinal and genito-urinary tracts, as seen in 
gunshot and stab wounds. (In many of these 
patients, the wound has healed per primum and 
the patient has left the hospital within two weeks, 
following a remarkably smooth convalescence.) 
No longer, also, do we drain the pelvis after gyne- 
cological operations in which gross infection and 
contamination are obvious. 


During the past five years the same principle has 
been applied to appendicitis, and only the chronic, 
well walled-off abscesses have been drained. The 
acute, the gangrenous, and the ruptured appen- 
dices now are removed, and the peritoneum is 
closed without drainage. We are convinced that 
patients so treated have the best chance of an un- 
eventful convalescence. The abdominal wound and 
retroperitoneal tissues withstand infection and 
contamination poorly. Such wounds should be 
drained adequately down to the peritoneum only. 


intra- 


QUESTIONNAIRE REPLIES 


We are submitting for reference the results 
obtained from a questionnaire answered by 121 
recognized Pacific Coast surgeons. It is interest- 
ing that the opinions of different groups were 
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essentially the same whether the surgeons were 
from the medical school faculties, metropolitan 
areas, or suburban districts. It is obvious from a 
study of such records that the majority of even 
the well trained surgeons today are not as yet 
willing to accept the major premises of this paper : 
that it is impracticable and inadvisable to drain 
the abdominal cavity in peritonitis. 

The results from questionnaire received from 
121 (F. A. C. S.) surgeons of recognized ability 
in various cities of the Pacific Coast follow : 


Part A.-—Drainage of the Peritoneal Cavity 


GIVEN: A patient with a moderately severe, acute ap- 
pendicitis and a fairly good general condition as regards 
toxemia, dehydration, etc.: 

REPLIES 
Yes No Ambiguous 
1. Do you drain the peritoneal 
cavity following appendec- 
tomy of 
a. A simple acute, 
grenous, 
appendix 
b. A gangrenous, non- 1-perfo- 
rated appendix? .................. 26 88 
c. A perforated appendix with 
(1) Early local peritoni- 
DINE © hr sncidnsreseactsmedecuamnes 80 35 
(2) Diffusing peritonitis?..104 13 
(3) Late general ee 
RED ossieceesnanns iene 12 
d. Localized abscess “forma- 
RT seo coiuccesusnicctanneeiomenesicae . 81 0 0 
2. Do you consider any of the fol- 
lowing as indication for 


non-gan- 
non-perforated 


te 
— 
me 
© 
oOo 


an ~ 


J 


drainage? 
a. Non-removable necrotic tis- 
EMIT -  ccnscucstbaedesietisniibiectiaséietesticbt 96 17 7 
b. Purulent peritoneal content 67 6 7 
c. Oozing (blood) surface.......... 49 58 14 
P. and/ Combi- 
orl. Leave nation 
3. Do you “purse-string,”’ invert, 
or leave the stump?.................... 79 30 12 
Yes No Ambiguous 
4. Do you peritonize raw sur- 

DEINE hinictlenmasacinistienscseiessonmneins 105 10 6 
Miscel- 
laneous, 

Penrose Gauze, 
or Hard Glass 
Rubber Rubber Tubes, 
Dam Types etc. 
5. If you drain any of the above 
conditions 
a. What TY PE of drain do you 
use? . scessearencsaniieeninadsnisc ane 16 3 
Localand Mul- Ambigu- 
Local Pelvic tiple ous 
b. What AREA do you 
RIES itcrsseeseccrmcccecs 55 37 15 14 
Yes No Ambiguous 
c. Do you ever use Multiple 
BOUNNET, | kstcesecesicecuaciesgpacsaniae 101 19 1 
Ambigu- 
FMO Operate’ ous 


6. With a perforated appendix and 
diffusing peritonitis, do you 
a. Follow the Fowler-Murphy- 
Ochsner, delayed or non- 
operative, treatment........ ae a 
b. Or OPERATE immediately?.... 10 94 17 





Part B.—Gunshot Wounds Perforating the Peritoneum 







Yes No Ambiguous 
Do you place a drain in the peri- 
toneal cavity in the following 
groups of gunshot wounds: 
a. Peritoneum only perfo- 
BRCOE, WOT BUTT. ....ccccccccesescs 11 66 6 
b. Gastric or duodenal perfo- 
ration? sa .. 28 46 11 
ec. Jejunal perfo ? . 32 41 10 
d. Ileal perforation?..... .. 43 28 11 
e. Colon perforation?.................. 76 9 8 


Part C.—Extraperitoneal Drainage 


Do you drain the wound (extra- 
peritoneally) as follows: 


a. With a clean wound?............ 8 98 8 
b. With a contaminated 
MINS ccricissessiccgeetccnnceses . 89 16 16 
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CONCLUSIONS 


1. The persistent and apparently increasing 
mortality from peritonitis needs very careful study 
with a view to standardization of treatment. 


In peritonitis it is impossible to drain the 
abdominal cavity adequately. 


3. Drainage probably aggravates or initiates the 
spread of infection. 


4. Drainage encourages the formation of intra- 
abdominal adhesions and resultant obstructions. 


Intra-abdominal drains prolong the healing 
of the wound, and encourage formation of both 
early and late ventral herniae. 


6. Intra-abdominal drainage does not lessen the 
incidence of secondary abscesses. 


Drains often are the initiating factor in the 
development of fecal fistulae and fatal hemorrhage. 


8. Except for the chronic localized abscess, 
drainage of the infected or contaminated peritoneal 
cavity is very seldom indicated. 

490 Post Street. 
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DISCUSSION 


Joun D. Dameron, M.D. (242 North Sutter Street, 
Stockton).—In his paper, Doctor Rhodes has given 
the pathology, the cause of peritonitis, and the per- 
centage of the death rate. 


Why do more persons die of appendicitis in the 
United States than in any other country? Very well 
has Doctor Rhodes brought this question out. There 
is no doubt that it is largely due to lack of experience 
in performing the proper toilet in the abdomen, follow- 
ing various ruptures of the abdominal viscera compli- 
cated with peritonitis. The very first thing that we 
must think of in a ruptured appendix is this: where 
has the fluid found its level—in the neighborhood of 
the appendix or in the pelvic cul-de-sac? This will en- 
tirely depend upon the position in which the patient 
has remained after the occurrence of the rupture. If 
he has been flat on his back, or on his right side with 
his right thigh flexed, you will find it in the lower right 
hepatic quadrant. If he has been up on his feet, or in 
the Fowler position, you will find it in the pelvic cul- 
de-sac, and there is where we find it nine times out 
of every ten. I have often been surprised at the 









PERITONITIS AND DRAINAGE—-RHODES- FERN ALD 83 





amount of pus in the pelvic cul-de-sac that would have 


been absolutely overlooked unless search 


for it had been made. 


Doctor Rhodes refreshes our mind in regard to the 
inhibited movements of the bowels in_ peritonitis. 
When this does not occur in my cases after an oper- 
ation, I administer opiates to bring about and main- 
tain this condition for several days; and I have always 
found that the patient progresses more satisfactorily 
if not allowed to suffer from postoperative gas pains, 
thus giving nature a better chance to recuperate. In 
abdominal distention due to peritonitis, I have found 
that it is best controlled by hypodermics and hot ap- 
plications. I never resort to colonic flushing or laxa- 
tives. Relaxation through hypnotics has proved most 
successful in my experience. 


After rupture, the primary infection, whether it be 
streptococci or any other form of bacteria, subsides 
or, in other words, causes but little trouble when freed 
in the peritoneal cavity. This is probably due to im- 
munization taking place, and is immediately followed 
by the bacterial flora of the bowels. I believe that if 
it were possible to close the mouth of the appendix 
just prior to its rupture, nature would take care of the 
contents spilt from the appendix into the abdominal 
cavity with nothing more grave following than a local- 
ized peritonitis or abscess. 

I do not feel that it is necessary for me to comment 
on the pathological changes in peritonitis. Doctor 
Rhodes has given it from every scientific angle, so I 
rapidly pass over this part of his paper to clinical ob- 
servations and conclusions. Do they drain the infected 
abdominl cavity? Yes, they drain it for about four 
hours—just at the time nature is doing its very best to 
reéstablish itself. The peritoneum has been wounded, 
the abdominal viscera has been manipulated, the pa- 
tient has been subjected to an anesthetic, and every 
vital power has been exposed to, and is suffering from 
shock. No doubt you have noticed how much drain- 
age you get from an abdomen in the first four hours, 
and how little in the following length of time. Do you 
realize that you have drained out the peritoneal fluid 
that is so full of leukocytes and so essential to repair. 

I remember an incident: a surgeon operated on a 
ruptured appendix. He changed his dressing, and 
called me to see it. It was wet. He said, “Now what 
would you do with a thing like that?” i replied, re- 
ferring to the serum and leukocytes, “I am afraid you 
left the gate open, and all the horses ran out.” I cite 
this case to you for one thing only, and that is to 
demonstrate the fallacy of drains. There is no ques- 
tion but what you should remove all the infection that 
you possibly can at the primary operation. I have 
almost arrived at the conclusion that where all the 
serum in the abdominal cavity has to be removed with 
the infection that we should replace the same with one 
of the substitutes for serum that is now on the market. 
Especially so after long operations where the serum 
has been sacrificed by walling off with pcks. 

I do not believe in drainage following localized ab- 
scesses. I carefully wall them off and aspirate by suc- 
tion, then freely open and remove as much of the sac 
as I deem advisable, cauterize the remaining portion 
of the sac with carbolic acid, and close the abdomen, 
and I have never had any bad results following; nature 
has always successfully cared for that. As far as I 
can remember, I have drained only one abdomen, and 
that was following a necrotic gall-bladder on a sur- 
geon in Oakland; this was done entirely to avoid criti- 
cism by my confréres, should any serious consequence 
follow the closure procedure. 

I do not believe that we have given the functions 
of different peritoneums the careful attention they 
deserve. Sometimes you open the abdomen and en- 
counter a thin, almost spider-web sac, so frail that you 
can hardly readjust the same in closing the abdomen 
without leaving enlarged holes at the site of the needle 
puncture; while in other cases you have a peritoneum 
of entirely different texture and color, thick and 
strong, which reacts just as differently as it looks. 
I have had occasion to reopen abdomens shortly after 
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a laparotomy, and I have noticed that the thin peri- 
toneum would not give the protection to the viscera 
that the more developed one did. There was less fluid 
present in this type of peritoneum and, likewise, more 
adhesions. 

Then there is another side to it. The peritoneum in 
one case will not react to trauma normally; for in- 
stance, we may open into an abdomen, have a per- 
fectly clean operation, and if we have reason to open 
that abdomen a few years afterward, we would be as- 
tonished at the amount of adhesions to the parietal 
peritoneum. And, on the other hand, we can do a 
great deal of manipulating of the contents of the sac 
with practically no adhesions. Why is this? As I have 
explained, the delicate one is subject to great trauma 
by manipulation, and then again, due to the lack of 
proper adjustment of the raw surfaces of the peri- 
toneum in closing the abdomen. It has been my pro- 
cedure that, when I opened the abdomen and found 
free pus accompanied by agglutination of the bowels, 
I did not separate the same, and no complications 
followed. 

Here, we will say, is presented a ruptured appendix 
complicated with peritonitis; the patient is living, of 
course, or he would not be brought to the operating 
table. Under this condition how much better chance 
he will have to open the abdomen, remove the cause 
of infection and do a thorough cleansing, close up the 
abdomen, and give nature its chance. It is true that 
we still have infections extraperitoneal in the wound, 
and I often have been relieved when this happens, 
because I then realize that the peritoneum is taking 
care of whatever infection that may be left in the ab- 
dominal cavity down to the peritoneum or the deep 
fascia, and, to my surprise, at no time has the peri- 
toneum ever given way under these conditions. In 
my early closures of the abdomen, in the face of peri- 
tonitis, I did have some abscesses of the cul-de-sac, 
and had to drain them through the rectum or the 
vagina. This was due to my faulty technique, which I 
have overcome by experience. 

I have used every method to prevent infection of the 
external wound, but have never been able to counter- 
act the same. I have long since ceased to put drains 
through the wound down to the peritoneum: I simply 
let it alone and watch the patient. If I were going to 
have infection in the external wound, it usually came 
on about the fourth day; the temperature would rise 
and I would immediately remove one or two of the 
most dependent sutures, and with the handle of a 
scalpel I would open up the lower end of the wound 
down to the deep fascia. In most of my‘cases this is 
all I ever have to do, and in a great number of them 
there is primary union. 

Why did I stop drainage? I had never heard of it 
before. I think I had used every form of drain that 
was advocated at that time; none was satisfactory. 
The first thing that called it to my attention was how 
quick the drains became blocked off, and how I strug- 
gled to maintain drainage! I was not getting any- 
where with this method. I knew of no other. Realiz- 
ing that the abdominal viscera was bathed in serus 
fluid, I began to think: why not save it, why leave 
these bowels dry and subject them to adhesions, why 
not reserve this fluid? 


This was in 1908 while I was superintendent of the 
San Joaquin General Hospital, and so strong were my 
convictions that the peritoneum would take care of the 
infection after removing the exciting cause and a per- 
fect toilet of the abdomen, I felt confident that closure 
would be a safe procedure. I was thankful to find that 
the patient made a complete recovery, with the excep- 
tion of external infections of the abdominal wound, 
and that was when I discovered that the peritoneum 
did not reopen from this infection although it had been 
closed with catgut. 

The first time that I ever publicly endeavored to 
interest the profession in non-drainage of the abdomen 
was before the surgical section at the State Associa- 
tion meeting, which convened at Santa Barbara in 
1911. On that occasion I was rather timid, and so was 
severely criticized. 
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Cuar.es T. Sturceon, M.D. (1930 Wilshire Boule- 
vard, Los Angeles).--Doctor Rhodes has again called 
our attention to a subject which remains undecided; 
for no matter how many times it is discussed, sur- 
geons continue to follow long-practiced procedures 
which they have found to be ideally suited to the indi- 
vidual case. 

Doctor Rhodes is to be complimented in expressing 
his personal views on this much-discussed subject oi 
drainage, especially because he does not voice the 
unanimous opinion of the medical profession which, 
with the laity, has in the past accepted drainage as 
an important procedure. The death of a patient where 
drainage has not been used, or has been inadequate, 
often leaves doubt in the minds of the laity that com- 
plete and proper care has not been exercised; whereas 
drainage, properly instituted, in fatal cases relieves the 
surgeon of this criticism. 

Doctors Dameron and Rhodes and other pioneers 
on this problem of non-drainage will have to spend 
much time and energy to convince the profession that 
much of the drainage is unnecessary. It takes con- 
siderable courage to close without drainage an in- 
fected abdomen in which there is peritonitis. 

I am in accordance with Doctor Rhodes’ pro- 
cedures, and in my own practice I am employing less 
drainage in infected cases. The first patients on whom 
we ceased to use drainage were those with infected 
pelvic disease. Shortly thereafter, we minimized the 
use of drainage in patients with intestinal anastomosis, 
cholecystogastrostomies, etc. We also, in most in- 
stances, have been closing the abdomen without drain- 
age in patients with appendicitis where seropurulent 
fluid was present. Because the progress of these pa- 
tients was satisfactory, we have closed without drain- 
age nearly all cases of appendicitis including those 
with spreading peritonitis. Exceptions were made 
where there existed a well-walled-off abscess. It is our 
opinion that, in spreading peritonitis, drains are practi- 
cally useless. It seems impossible to drain the peri- 
toneal cavity in a patient with generalized peritonitis 
where the coils of intestines are adherent, usually 
concealing multiple small abscesses between these 
coils. 

Our method of handling such cases is very similar 
to Doctor Rhodes’ method: 

1. Removal of the appendix, namely, the focus of 
infection. 

2. Removal of all exudate by suction in order to 
avoid toxic absorption. (We feel that it is poor judg- 
ment to irrigate the peritoneal cavity in patients with 
general peritonitis.) 

3. Closure of the abdomen, placing a small drain 
down to the peritoneum in order to prevent the forma- 
tion of an abscess of the abdominal wall. 

It is my opinion that any localized abscess in the 
peritoneal cavity should be treated by suction, fol- 
lowed by the insertion of drains. The use of hard 
rubber tubes or gauze has long since been dis- 
continued; to us, the ideal method of drainage is the 
use of pieces of rubber dam loosely rolled. 

I have enjoyed Doctor Rhodes’ paper very much. It 
is indeed timely, and his remarks on drainage are 
excellent. I feel certain that less drainage will become 
an established surgical procedure as more surgeons 
become familiar with his methods, and experience the 
same satisfactory results. 
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Emmet Rixrorp, M.D. (1795 California Street, San 
Francisco).—It would seem that Doctor Rhodes, by 
his telling abstract of the literature of experimenta- 
tion in this field, and by his clinical experience, has 
amply proved his thesis that drains, of no matter what 
form, do not drain the general peritoneal cavity; that 
drainage is worse than useless in general peritonitis. 

In a clinical experience extending as student and 
practitioner through the entire history of our knowl- 
edge of appendicitis from the epoch-making papers of 
Talamon in Paris (1888) and Reginald Heber Fitz 
of Boston (1890), we have run the gamut of accepted 
practice in this field, from the early doctrine of drain- 
ing in all cases, draining in perforative cases, then 
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draining only localized abscesses, then inserting drains 
only as far as the peritoneum, to draining not at all. 


For a time we used rubber drains as routine, and 
had many fecal fistulae; but no fistula since the rubber 
tubes were discarded. We fortunately escaped hemor- 
rhage from perforation of an artery by a rubber tube, 
but we were always careful not to put a drainage tube 
near any large artery. 


Following Mikulicz, we used massive drains of 
gauze at one time—many yards of strips packed within 
a sheet of gauze, and a glorified capillary drain, but 
it was difficult to extract, and probably did a good 
deal of harm by setting up adhesions. In the earlier 
days, we had a good many hernias, some even in the 
McBurney incision where drains were used. Yet, as 
far as I have been able to determine, we had no cases 
of added infection by extraneous bacteria entering the 
peritoneum by way of drainage channels, causing peri- 
tonitis. I think this particular danger is much over- 
rated. In recent years we have used drains but little 
in appendicitis, not at all in non-perforative cases, nor 
in cases of gangrene, nor of acute inflammation with 
bacterial penetration of the wall of the appendix when 
at operation the region is found to be flooded with 
opalescent fluid of syrupy consistency. But in cases 
where the appendix has really burst—by this I mean 
a sudden explosive bursting, discharging its contents 
into the peritoneum—and especially if a concretion has 
gotten away, I cannot bring myself to believe that 
it is not safer to put in a drain, if for no other purpose 
than providing a way out for infectious material. 


In several cases of perforation in which it is well 
known that the peritoneum has a higher resistance to 
bacterial invasion than has the connective tissue of 
the abdominal wall, and in which we have inserted 
drains as far as the peritoneum, I have found after- 
ward that the superficial wound had a direct connec- 
tion through the peritoneum with the site of the ap- 
pendix, or that it is difficult to be quite sure that, 
under such circumstances, it would not have been 
better at least to have left the peritoneum open, using 
perhaps a piece of rubber dam or a Penrose drain. 


In localized abscess, the bacteria are either dead or 
in attenuated culture, else abscess would not occur. 
Here there is no object in draining more than to keep 
the peritoneal wound open for exit of fluids which are 
likely to reaccumulate after evacuation of the abscess. 


As an example of the tendency of the peritoneum to 
wall off a foreign body, such as a drain, by means of 
fibrinous adhesions, I might cite the following: Not 
long since I had occasion to insert a drain through the 
vagina into the pelvis, because of soiling of that part 
of the peritoneum with contents of the colon. The 
patient died of peritonitis, and autopsy showed that 
there was no communication between the peritoneal 
cavity and the drainage sinus. 


Doctor Rhodes is quite right in calling attention to 
the native resistance of the peritoneum to the in- 
testinal flora. Much experimental work has been done 
in the effort to establish the mechanism of such. More 
recent work appears to show that the resistance of the 
peritoneum seems to depend very much on the ingress 
into its cavity of large numbers of histocytes, large 
voraciously phagocytic cells which follow the poly- 
morphonuclear leukocytes, the first to be poured out 
after an insult to the peritoneum, whether mechani- 
cal or chemical, which histocytes reach a maximum 
number at about seventy-two hours. 

While I would agree with Doctor Rhodes in this 
timely paper that, in general, drainage of the peri- 
toneal cavity is a myth, and in most cases is not only 
useless but is capable of doing definite harm, pro- 
ducing adhesions which may later give rise to in- 
testinal obstruction, still—and it may be a matter of 
long training or perhaps something akin to religion—I 
find it very hard not to put in a drain in case of 
colonic perforation. I am reminded of a case of a 
young woman under twenty, on whom I operated for 
appendicitis with beginning perforation, where I closed 
the wound without drainage. The girl died of peri- 
tonitis. Perhaps she might have lived if I had drained. 
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PHARYNGO-ESOPHAGEAL DIVERTICULUM, 
PULSION TYPE* 


By Epwarp F. Ziecerman,t M.D. 
San Francisco 
Discussion by Charles T. Sturgeon, M.D., Los Angeles; 


Leo Eloesser, M.D., San Francisco; Ernst Gehrels, M.D., 
San Francisco. 


IVERTICULA of the esophagus are usually 

described as being either of two pathologic 
entities: the pulsion or the traction type.’ This is 
the simplest classification. Some writers** de- 
scribe the condition under more descriptive terms, 
according to etiology, location and embryology. 
Jackson and Shallow * report cases, and add to the 
above classification the congenital, juvenile and 
multiple type. For all practical purposes the 
simpler classification answers the need of the 
clinician. 

TRACTION TYPE 


The traction type, as its name implies, is one 
where some extra-esophageal structure, due to 
inflammation and adhesions, pulls upon the esopha- 
gus. In such a manner the diverticulum develops. 
It occurs as a rule on the anterior wall in the 
region of the tracheal bifurcation.5 Adhesions to 
the mediastinal glands seem to be the usual cause, 
and such pathology must be considered in the 
development of this condition. A study of this 
form of diverticulum demonstrates that they are 
wide-mouthed, as a rule, possess no neck, and are 
composed of a pouch or sac varying in size and 
shape. They are not usually amenable to surgical 
interference. 

PULSION TYPE 


The pulsion type is more common, at least in 
the literature. It is probable that many of the 
traction forms occur, but go unrecognized, and 
this may account for the prevalent opinion that 
the pulsion type is more frequent. It was origin- 
ally described by Mondiére.® Rokitansky was the 
first to classify them as to their etiology. One of 
the pioneers in the study of this condition was 
Zenker. His observations were based upon post- 
mortem findings; and the type is frequently de- 
scribed in the literature under his name.” The 
pathology demonstrates that it may be considered 
to be a hernia, and it is thus described by many.® 
It consists of a sac and a neck. Its walls are com- 
posed of mucous membrane and submucosa, and 
over this is spread a partial covering of muscle 
fibers. It is derived from the inferior constrictor, 
and occurs near the midline. Statistics seem to 
show that they are directed to the left side of the 
neck rather than to the right. The location is at 
the transition of the pharynx into the esophagus 
on its posterior wall. Many believe that it should 
be considered as a pharyngeal pouch, and describe 
it as such. (Fig. 1.) 

The inferior constrictor of the pharynx in its 
lower portion is known as the crico pharyngeus. 
It is characterized by a gradual change in direction 
of its muscular fibers and this can be demonstrated 

* Read before the Eye, Ear, Nose and Throat Section 
of the California Medical Association at the-sixty-third 


annual session, Riverside, April 30 to May 3, 1934. 
+ Dr. Edward F. Ziegelman died on October 12, 1934. 




































































Fig. 1. Fig. 2 


CALIFORNIA AND WESTERN MEDICINE 


Fig. 3. 


Fig. 1—Photograph from a drawing of a dissection by the author and modified by the artist. It demonstrates 
at A the choana; B the superior constrictor; C the middle constrictor; D the submaxillary gland; E the median raphe; 
F the inferior constrictor; H the neck of a diverticulum; K the thyroid gland; M the recurrent laryngeal nerve; 
O the esophagus; R a diverticulum developing from the weak point the pharyngeal dimple; T the hyoid bone with 


its cornua; X the stylo pharnygeus muscle. 


Fig. 2.—Photomicrograph cross section through trachea and esophagus. It clearly demonstrates the absence of 
cartilage in the posterior tracheal ring. A mucous membrane of esophagus; B the lumen of the esophagus; Cc 
connective tissue and muscle at posterior portion of tracheal ring; D lumen of the trachea; E the cartilage of 


tracheal ring; F mucous membrane of trachea. 
Fig. 3.—Premastoid incision. 





on the cadaver. This transition is from fibers of 
an oblique to one of a transverse direction. In the 
median raphé, where the oblique fibers are replaced 
by the transverse, there develops a weakened area. 
Lahey has described it as the pharyngeal dimple. 
Others call it the Lainer Hackermann point.® 
(Fig. 1.) 

The interesting hypothesis has been advanced, 
and appears plausible that, due to the rigid poste- 
rior cricoid area, the elasticity of this part of the 
pharyngo-esophageal structure has been lost. In 
contradistinction, the remaining portion of the 
anterior wall of the esophagus is in relation with 
the posterior tracheal wall. As is well known, this 
is fibrous tissue, since the cartilaginous rings are 
not closed in their posterior portion. (Fig. 2.) 
This anatomical peculiarity serves as a safety valve 
for any excess pressure that may be made upon 
the esophageal walls. In the crico pharyngeal area 
this does not exist. The cricoid is intact through- 
out. It has a firm posterior bony surface. 


LOCATION OF ESOPHAGEAL DIVERTICULA 


The literature states that fully 90 per cent of 
esophageal diverticula occur on the left side. No 
explanation of this peculiarity is given. From a 
study of many cadaver and postmortem examina- 
tions, the writer feels that it is explainable on an 
anatomic basis. The great vessels of the neck 
arise from the arch of the aorta on the left side. 
On the right side, the innominate artery gives off 
the common carotid and subclavian at a much 
higher level than the plane from which these 
vessels arise from the arch on the left side. In 
such manner, a vascular barrier is present to a 
greater degree on the right side than on the left. 
Assuming this to be so, it is very evident that a 
pouch will more readily be directed to the left than 
to the right. This would appear to be logical 
when it is recalled that the pouch must possess 


A thyroid gland; B diverticulum; C recurrent laryngeal nerve. 





weight and hydrostatic power, since it serves as a 
reservoir for food and fluids. 

Plummer” described the condition of esophageal 
diverticulum very completely, and his work has 
been a stimulus for others to do so. Since his 
original contribution on this subject much has been 
published in the literature. Stewart** reported 
two cases of esophageal myoma with the presence 
of a diverticulum. The same writer states that 
subepithelial myoma of the intestines have’ been 
observed to occur with intestinal diverticula. Age 
seems to play an important role in the development 
of the pulsion type, for it is prone to occur after 
the fortieth year. It is more prevalent in men than 
in women, in the proportion of four to one. 


In a letter by Lord Moynihan to “Surgery, 
Gynecology and Obstetrics” ** he asks if, “in the 
interest of accuracy, he may be permitted to cor- 
rect a few statements in the paper on “The Sur- 
gical Treatment and Management of Pharyngo- 
Ocsophages! Diverticulum” by Doctor McEvers, 
on pages 525 to 532 of the October issue. 


PHARYNGEAL DIVERTICULA 


There is no such thing as a “pharyngo-esopha- 
geal” diverticulum. There are “pharyngeal” diver- 
ticula, and “esophageal” diverticula ; those to which 
Doctor McEvers refers are pharyngeal. The name 
of Zenker must not be attached to these interesting 
sacs. They were first most accurately described 
and most perfectly illustrated by Ludlow in a 
letter to William Hunter in 1764. His specimen of 
a “preternatural dilation of, and bag formed in, 
the pharynx” (please note “pharynx’”), is still 
perfectly preserved in the Hunterian Museum at 
Glasgow. Monro, Sir Charles Bell, Matthew 
Baillie, and others gave accurate descriptions of 
the condition. Doctor McEvers speaks of the 

“Lainer Hackermann point.” It is Lainer, who 
was prosector at Graz, and Hackermann, now of 
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Fig. 4. 


Fig. 5. 


Fig. 4.—Photograph of drawing of a dissection by the author. 


PHARY NGO-ESOPHAGEAL DIVERTICULU M—ZIEGELMAN 


Fig. 6. 


It demonstrates the cervical nerves and other 


structures of the neck. A the hypoglossal nerve; B the second anterior cervical nerve; C the third cervical with 
ascending cervical nerve; D the scaleni muscles; E the descendens hypoglossi; F the vagus; H the carotid; K the 


phrenic; N the retracted sterno mastoid muscle. 


Fig. 5.—Showing technique of cervical block anesthesia. A point of injection for third and fourth cervical nerves; 


B point of injection for second cervical nerve. 
Fig. 6.—Closure of transverse incision with drainage. 


Bremen, in whom interest centers. The “point,” 
to which Doctor McEvers refers, is not a point 
but an area. The “Lainer Hackermann point” 
becomes, therefore, the “Lainer Hackermann 
area.” It is not true that in this area the pharyn- 
geal pouches originate. They arise above the 
sphincter formed by the cricopharyngeus muscle, 
and the Lainer Hackermann area is not of the 
slightest importance. These elementary truths 
were pointed out by me in a paper in the Lancet 
(1927, 1:1061), which unhappily has escaped 
Doctor McEvers’ notice. In the final paragraph 
of this article, I say: “Few subjects in surgery are 
so littered with inaccurate references and incorrect 
names as this. I write not solely to call attention 
to the facts mentioned, but to encourage my 
American friends to perform the operation of re- 
section of these pharyngeal pouches in one stage. 
If a surgeon is competent and has a perfect tech- 
nique, there is really no need whatever for opera- 
tions in two stages. I have operated upon fifteen 
cases (one on the right side), and have never 
had any difficulty in obtaining healing by first 
intention.” 
SYMPTOMS 


The symptoms depend upon the size and extent 
of the pathology. Early in its development, very 
little is noticed by the patient. A feeling, as if a 
foreign body might be present, is frequently com- 
plained of, and a condition simulating a scratch- 
ing in the throat is of frequent occurrence. As the 
diverticulum enlarges, more definite symptoms are 
noted, dysphagia playing a prominent part. This 
is probably due to the fact that the mouth of the 
diverticulum is wider and more directly in line 
with the axis of the pharynx than the normal 
opening of the esophagus, and food, therefore, 
passes into and distends the diverticulum. When 
full, it occupies the space between the vertebral 
column and esophagus. Indirectly it presses itself 
against the posterior tracheal wall, and this ac- 
counts for the presence of dyspnea as well. As 
the pouch enlarges, it is usually deflected to the 
left of the midline. (Fig. 1.) In such manner a 


swelling is formed in the lateral neck. This must 
not be confused with a unilateral or cystic enlarge- 
ment of the thyroid. From this lateral neck swell- 
ing retained food and fluids can be frequently 
squeezed back into the mouth. This is an impor- 
tant diagnostic clinical observation made by most 
observers. Retention of food in the sac causes 
decomposition, and an unpleasant oral odor is the 
result. Regurgitation is frequent, both voluntary 
and involuntary. The patient prefers to eat slowly 
and alone, due to the embarrassment caused by 
this regurgitation. In time emaciation may develop, 
caused by difficulty in swallowing liquids and 
solids. The size and pressure of the diverticulum 
may cause more or less obstruction to the passage 
of material into the stomach. An irritable cough 
is quite common. This can be explained on the 
basis of irritation and traction of the recurrent 
laryngeal nerve. (Fig. 3.) Many writers describe 
other symptoms. This applies to the entire subject, 
not only as to symptomatology but the pathology, 
diagriosis and treatment as well. Lotheissen ** has 
published a most complete and comprehensive 
article on this subject. 


The diagnosis of the pulsion type, as a rule, is 
not difficult. A good clinical history leads one to 
suspect the pathology, and a failure to appreciate 
such a condition is invariably due to the patient 
not mentioning one or more of the cardinal symp- 
toms. The presence of a neck-swelling, unilateral 
in type, should make one suspicious. This is 
especially true if it is accompanied with regurgi- 
tation ; and if a gurgling sound can be determined, 
either with the normal ear or stethoscope, in the 
presence of such a lesion, the diagnosis is usually 
made. Corroboration with the esophagoscope and 
x-ray substantiates the diagnosis.** In the final 
analysis a good clinical history, with one or two 
of the above described symptoms, is pathogno- 
monic of the presence of a pulsion type of esopha- 
geal diverticulum. 


A differential diagnosis must be made from 
Stricture, but this is not difficult. With. barium, 
the opening through the stricture will be seen as 
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Fig. 7. Fig. 


Fig. 7.—Showing diverticulum free with pack in its 


retracted; C pack being placed in position. 


Fig. 8.—Method of anchoring diverticulum at end of 


8. Fig. 9. 


former location. A the diverticulum; B sterno mastoid 


first stage. Notice it is anchored in an upward oblique 


direction. A the diverticulum; B sterno mastoid muscle; C prelaryngeal muscles. 


Fig. 9.—Method of removing sac. A the diverticulum; B retracted sterno mastoid; C purse string suture in neck: 
D retracted prelaryngeal muscles; E clamp on neck of diverticulum. 


a small line going directly into the remaining 
esophagus. In a diverticulum the barium tends to 
fill up the pouch first. It then overflows into the 
esophagus. The differential diagnosis from lateral 
lobe cystic thyroidal degeneration, as well as mis- 
placed thyroidal tissue in the lateral neck, must 
always be kept in mind. 


TREATMENT 


The treatment is surgical. It has been an evolu- 
tionary development and many surgeons have 
contributed their ingenuity and skill to the per- 
fection of the operative procedure. Notably Bevan,’ 
Halstead,® C. H. Mayo,’® Murphy,’* Goldman,"* 
Judd*® and Lahey * have reported their surgical 
technique and results. 

At the present time the treatment resolves itself 
into the teaching of two different schools of 
thought. One advocates the one-stage method, the 
other the two-stage. Babcock and Jackson” be- 
lieve that the one-stage operation, through a trans- 
verse neck incision, is the method of choice. They 
use the esophagoscope to clean out and orientate 
the sac prior to, and during the operative pro- 
cedure. They believe that with the utilization of 
the esophagoscope the danger of infection is at a 
minimum, and that they are able to accomplish 
the treatment in one-stage with perfect safety. 
Shallow and Clerf follow the same technique. 
Quartero,”* likewise Grignani,”* report a satistac- 
tory result following the one-stage method without 
the use of the esophagoscope. 

In 1917, Mosher** reported seven cases in which 
he had cut the common wall between the esophagus 
and diverticulum. This operation was carried out 
entirely by way of the esophagoscope. No external 
incision was made. He now advocates the two- 
stage operation of Lahey, using local anesthesia. 
In 1927, Imperatori ** reported a method by which 
the sac was inverted endoscopically and ligated, 
and removed at the end of five to seven days by 
gentle traction. No external incision was made. 
He now advocates the Lahey technique. 

Dr. R. D. McClure ** reports a case with re- 
covery, treated in the following manner. The 


diverticulum was dissected free and a catheter was 
passed into the pouch by way of the mouth. This 
was transfixed to the pouch with one stitch. The 
diverticulum was then drawn into the esophagus 
and a purse-string silk suture was placed at its 
base. This was reinforced by several fine silk 
sutures. A gauze drain was placed below the in- 
version site in case of leakage, and one rubber 
drain was placed to the site of inversion. He and 
his associate had planned to remove the sac the 
next day with a tonsil snare. This had to be modi- 
fied, due to a marked edema of the inverted sac. 
Therefore, the upper part of the inverted sac was 
removed with scissors, allowing the remaining 
portion to be snared off down to its base. 


Judd ** and Lahey,” as well as most surgeons, 
advocate the two-stage method. Their argument 
is that it protects against the dangers of leakage 
and subsequent infection. It is made through a 
presternomastoid incision. The sac is freed, and 
anchored in an upward oblique direction for ten 
days, or until adhesions have formed, and it is 
then removed. (Figs. 7, 8 and 9.) 


If postoperative infection should occur, it is 
usually a very serious complication. As the esopha- 
gus lies in the plane of the fascia which extends 
into the mediastinum (that is, between the verte- 
bral column and trachea), a mediastinitis is very 
apt to be the result. Other complications to be 
feared are insufflation pneumonia, secondary hem- 
orrhage, injury to the recurrent laryngeal nerve 
and a recurrence. 


450 Sutter Street. 
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DISCUSSION 


Cuartes T. Sturceon, M. D. (1930 Wilshire Boule- 
vard, Los Angeles).—Doctor Ziegelman has covered 
the subject of pharyngo-esophageal diverticulum very 
well. There are only a few points which I wish to 
emphasize. 


It is a misnomer to call these pouches esophageal 
diverticula, and they should be designated by their 
proper name. They are pharyngeal diverticula, and 
originate between the pharynx and the esophagus on 
the posterior wall of the pharynx above the crico- 
pharyngeus muscle. Pulsion diverticula may occur in 
the esophagus, but generally they are situated at the 
lower end of the esophagus, near the cardia. 
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Many theories have been advanced as to the cause 
of pharyngeal diverticula, such as that mentioned by 
Doctor Ziegelman, 7. e., a weakness of the muscles at 
the junction of the oblique and the circular fibers. 
Jackson points out that, due to the incodrdination 
of the cricopharyngeus muscle, which does not relax 
when the constrictor fibers contract, it causes great 
intrapharyngeal pressure. Others have stated that it 
is a developmental defect. I am of the opinion that 
the most logical explanation in our present knowledge 
is the one advanced by Judd, who noted that dimpling 
ordinarily appears in the mucosa at the point where 
pulsion diverticulum occurs. It is conceivable that 
such dimpling in these cases is more marked and 
assumes the form of a very small pouch, thus pro- 
viding the proper “anlage” for development of the 
diverticulum. It is assumed that incodrdination of 
the cricopharyngeus muscle, increased intrapharyngeal 
pressure, decreased elasticity of the tissues with in- 
creasing age, and the constant accumulation of mate- 
rial in the pouch would facilitate its development. 
However, these factors, in the absence of such a de- 
velopmental anlage, would probably fail to produce 
pulsion diverticulum. Evidence in support of this hy- 
pothesis is presented by a case reported by Rush, 
Stingly and others, of a large congenital diverticulum 
which was found to be present at birth, and which 
arose from the posterior lateral wall of the pharynx 
at the level of the cricoid cartilage. 


In a group of otolaryngologists the most interest- 
ing part of the discussion should be symptoms and 
diagnosis. The symptoms produced are very typical. 
They are dysphagia, regurgitation, gurgling noises in 
the throat on eating or speaking, or on pressure over 
the sac when it is distended with food. Two symp- 
toms which are of especial interest to the laryn- 
gologists are hoarseness and cough. Many of these 
patients have a troublesome cough with expectoration 
of mucus. The hoarseness and cough are due to pres- 
sure on the recurrent laryngeal nerve, and these symp- 
toms may be present before the onset of regurgitation 
and dysphagia. One of my patients gave a history of 
cough with expectoration of mucus, present for three 
years, before any symptoms of regurgitation and dys- 
phagia were manifested. In a case of this type you 
can easily be excused for not making a correct diag- 
nosis, but given a patient with cough, regurgitation 
and dysphagia, a roentgenological examination should 
be done which will in all instances reveal the sac, if 
present, and will also show whether it is located on 
the right or left side of the neck. 


The roentgenological examination is also of great 
value in showing other pathology that may be present 
in the esophagus, such as a dilatation due to stricture 
and cardiospasm. It is at times difficult to differen- 
tiate between a pulsion diverticulum and a high dilata- 
tion of the esophagus. The fluoroscopic observation 
with barium may have to be repeated several times. 
The distinguishing factor between the two is that in 
pulsion diverticulum the sac empties from the top, 
while in dilatation of the esophagus the sac empties 
from the bottom. 

It is unnecessary in all cases to make an esophago- 
scopic examination. This examination should be re- 
served for the cases in which there is a question of 
diagnosis. 

The treatment is surgical. Dilatation has been 
recommended; however, I cannot see where dilatation 
would be of any benefit in view of the fact that there 
is nothing to dilate. Stretching the cricopharyngeus 
muscle is of no value except, if necessary, postopera- 
tively. Nothing need be done for patients when the 
sac is small and causes very little disturbance; but 
when there is considerable difficulty in swallowing, 
regurgitation, etc., and even before much loss of 


weight occurs, the sac should be removed. 


The surgical method most frequently used today is 
the two-stage procedure. The one-stage operation has 
been done successfully in many cases and is applicable 
when the sac is small, but it is not applicable when 
the sac is large as the danger of infection iS too great. 
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Leo Exoesser, M. D., (490 Post Street, San Fran- 
cisco). — A very few remarks might be added to 
Doctor Ziegelman’s complete review of facts that per- 
mit of no discussion. 


Esophageal traction diverticula may be caused by 
the adhesions of small tracheal cysts, or tracheal di- 
verticula, which are seemingly not so rare. The cough 
of pulsion diverticula is not only due to nerve irrita- 
tion—the cough is usually productive—due to more 
or less aspiration if the mass of food is secretion which 
overflows into or near the laryngeal entrance. A 
Levin tube passed through the nose into the stomach 
before operation and allowed to remain for four or 
five days afterward is helpful in assisting stomach 
to feed and to keep the esophagus completely at rest. 
It may, however, be difficult or impossible to pass 
the tube into the stomach without the help of an 
esophagoscope—a stiff tube or a bougie should never 
be used. They are likely to perforate the sac. I sup- 
pose that the two-stage operation is probably safer, 
especially in very old persons with a thin-walled sac. 
The Jackson-Babcock esophagoscopic method is good 
in the hands of a perfectly well-trained and careful 
endoscopist, otherwise esophagoscopy had better be 
foregone, for it is extremely easy to perforate these 
thin-walled sacs. a 


Ernst Genrets, M. D. (490 Post Street, San Fran- 
cisco).—From the surgical point of view I wish to 
amplify a few points. 

1. It is advisable to operate these diverticula under 
local anesthesia. General anesthesia has the definite 
danger of aspiration of the contents of the sac during 
the operative manipulation. I use block anesthesia of 
the cervical plexus on the left side and infiltration of 
the line of incision of the skin. 


2. It is hard to understand why the majority of 
publications still favor a longitudinal incision at the 
anterior edge of the sternocleidal muscle. I have 
found a transverse incision very satisfactory, even in 
the removal of very large diverticula. Cosmetically, 
of course, this is much better. 


3. While the two-stage operation is still being 
chosen by the majority of surgeons, I favor the one- 
stage operation, unless the diverticulum is unusually 
large. Soiling during the operation can be avoided if 
one is careful. There is some danger of opening the 
sac inadvertently in the act of separating the diver- 
ticulum from the esophagus itself. At the end of the 
operation, a gauze pack in the lower angle of the 
wound will protect mediastinum sufficiently, in my 
Opinion, in case the suture line should open. In using 
a two-stage procedure it is of great importance to free 
the diverticulum to the very neck. In the second stage 
the tissues are edematous and it is impossible to com- 
plete the dissection if it has been done incompletely 
before. 


4. Danger of recurrence after a correctly done oper- 
ation appears to be very small. In 225 one-stage 
operations compiled by Lotheisen, there were only 
three recurrences. The incidence of recurrence may 
be greater in the two-stage procedure, the excision of 
the sac often being less complete. 


2 
“o 


Doctor Z1EGELMAN (Closing).— Pharyngenosis, which 
appears to affect the cricopharyngeus muscle, must 
be given consideration when the etiology of this lesion 
is being discussed. Pharyngo-esophageal diverticula 
are usually first seen by the laryngologist. The neces- 
sity for him to keep in mind a mental picture of this 
entity, with its early symptoms, is self-evident. It is 
a border-line lesion between the otolaryngologist, the 
peroral endoscopist and surgeon. A beautiful example 
of Dr. W. J. Mayo’s definition of a specialist: “One 
who knows a little more, and more about something 
less and less.”” The method of treatment depends upon 
the experience of the attendant. I am convinced that 
those who have had great experience with the surgical 
anatomy of the lower neck, with its surgical appli- 


Vol. 42, No. 2 











cation, as in the field of thyroid surgery or larynx, 
are better able to handle these lesions. I have seen 
this demonstrated on more than one occasion by my 
former associate, Dr. Thomas Joyce. The dangers of 
the combined operation have been so nicely mentioned 
by Doctor Eloesser. Unless one is an adept with the 
esophagoscope, perforation of the pouch may occur. 
This method has the advantage that it orientates the 
sac by transillumination. It lessens the danger of in- 
jury to contiguous structures, with subsequent com- 
plications, such as mediastinitis, hemorrhage and re- 
current paralysis. Any procedure that minimizes such 
complications should be accepted. The two-stage 
method seems to accomplish this. When the specialty 
of peroral endoscopy has developed to a more uniform 
strata of experience and skill as manifested by Jack- 
son, Mosher and others, the combined method may 
supersede the two-stage technique. I am inclined to 
believe that such a condition will occur, for the spe- 
cialty of peroral endoscopy is a fertile field for young 
men with good vision, as shown by the recent re- 
port of Vinson on one thousand carcinomas of the 
esophagus. 


PHYSIOTHERAPY AND OCCUPATIONAL 
THERAPY * 


By lone Pinney, M. D. 
Stockton 


Discussion by Charles Lewis Allen, M.D., Los Angeles; 
C. W. Grady, M.D., Palo Alto; T. H. Stice, M.D., Imola. 


LL forms of physiotherapy are not applicable 

in the treatment of the mentally ill because 
of lack of codperation on the patient’s part. The 
two physical measures of greatest value and most 
extensively used are hydrotherapy and occupa- 
tional therapy. 

Hydrotherapy, which is the use of water as a 
remedial agent, has been recognized as a method 
of treatment since the time of Hippocrates. While 
of late years efforts have been made to scientifi- 
cally demonstrate its usefulness, much remains 
to be proved. In the treatment of mental cases, 
its use may often be said to be empirical. Hydro- 
therapy has proved of great value to the insane, 
and was first used in such cases over a hundred 
years ago in France. In England, in 1796, the 
surgeon, James Currie, treated maniacal patients 
successfully with cold baths. About ninety years 
ago Dr. Isaac Ray advocated use of prolonged 
neutral baths to produce sleep in nervous and 
mental affections. Today, every hospital for the 
care of mental cases makes use of some form of 
hydrotherapy, and many are well equipped with 
apparatus such as cabinets, tubs, and sprays. 


REASONS FOR HYDROTHERAPY 


The scientific application of hydrotherapy is 
based upon the physiological effects of heat and 
cold, plus, in some cases, friction and pressure. 
Heat and cold bring about metabolic changes in 
the tissues. Rubner has demonstrated that baths 
of five minutes’ duration or less, may, according 
to their temperature, radically modify metabolism, 
as proved by the alteration in the amount of 
O absorbed and CO, given off in respiration. A 


* Read before the Neuropsychiatry Section of the Cali- 
fornia Medical Association at the sixty-third annual session, 
Riverside, April 30 to May 3, 1934. 
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cold douche increases greatly the oxidation of the 
body, a douche of 60.8 degrees Fahrenheit in- 
creasing by about 50 per cent the weight of O 
inspired and CO, expired. The increased metabo- 
lism is said to persist for an hour or more after 
the douche. The effect is probably largely due 
to a reflex excited by the cold water falling on 
the skin. The aim, however, therapeutically, is the 
establishment of what is called a “physiological 
reaction,” which results in the amelioration of 
pathological symptoms. It is thought that the 
physical basis of such a reaction may be meta- 
bolic changes, and that they may be apprehended 
by making use of direct or indirect calorimetry. 

It is known that the sedative bath (95 degrees 
Fahrenheit) has no effect upon metabolism; 

whereas, with higher temperatures, metabolism is 
said to again increase, possibly because the tissue 
cells are warmed and their activities accelerated. 

Rubner found that in a hot bath (111.2 degrees 
Fahrenheit) there was a marked increase in re- 
spiratory movement and in the gas exchange. 

Hinsdale states that short cold shower baths in- 
crease heat elimination, but claims that cold per se 
reduces the oxidizing capacity of animal tissues, 
and that warmed tissues have a much higher rate 
of oxidation. If we consider that the increase in 
weight of O and CO, exchanged, following the 
cold douche mentioned by Rubner, is a secondary 
effect af cold, then we see wherein the statements 
agree. Some of the physiological effects of cold 
are: increased vigor, increase of red cells and 
diminution of leukocytes, slower but more vigor- 
ous heart action, temporary acceleration of respi- 
ration followed by slow, full, deep respiration, 
and a rise of blood pressure. In the application 
of heat we must recognize that, while there is at 
some stages an increase in metabolism, the mecha- 
nism, resulting from heat loss where cold is ap- 
plied, is lacking. If when heat is applied evapo- 
ration is prevented, the body temperature will rise 
and may continue to rise atter the bath, requiring 
an hour or two to return to normal. Hot baths 
promote sweating, diminish the output of urine, 
increase blood pressure, increase respiration and 
the pulse rate, and are said to excite the nerve 
centers. The secondary effects are sedative some- 
times to the point of collapse. When heat is ap- 
plied so as to obtain the desired “physiological 
reaction,” metabolism is enhanced and elimination 
of various poisons and toxins augmented. Fox 
claims that the power of response of tissues to 
applications of heat and cold, and the production 
ol secondary consequences in the entire organism, 
are the whole key to hydrotherapy. It must be 
recognized that the reaction is not always the same 
in any given individual, and that in every case 
there is a point at which heat or cold ceases to 
evoke a healthy reaction. 


CONTINUOUS HEAT PACKS 


The continuous bath and the neutral sheet pack 
are of most use in caring for mental cases. Both 
are indicated in the treatment of the manic phase 
of manic-depressive psychoses and in the dis- 
turbed dementia praecox. The continuous bath 
permits greater freedom of movement, and the 








PHYSIOTHERAPY—PIN NEY 91 


patient can be kept in the bath all day or longer 
if desired. The temperature of the water should 
be kept at 95 or 96 degrees Fahrenheit, because 
higher temperatures (even 98 degrees Fahrenheit) 
tend to increase respiratory movements and entail 
a strain on hearts that may already be overtaxed. 
At 95 degrees Fahrenheit there is less likely to 
be an appreciable rise in the blood pressure. The 
results obtained are an improvement in the skin’s 
activity, with some increase in elimination of 
poisons and sedation, so that the maximum of 
rest, a very necessary condition, is obtained. Pa- 
tients that are wearing themselves out physically, 
and who respond poorly to sedatives, usually do 
well in continuous tub baths. Besides the manic 
and the excited praecox, restless and confused 
arteriosclerotic cases, alcoholic psychoses, and 
drug addicts, some paretics, and a few selected 
cases of epilepsy are the types that usually re- 
spond nicely to continuous tub baths. Mental 
patients who, because of poor reactions, cannot 
remain in the tub more than thirty or forty min- 
utes, seldom benefit from such treatment. The 
best results are obtained in cases where the pa- 
tients remain two to four hours in the tub. 


NEUTRAL PACKS 


Neutral packs have a sedative effect in hyper- 
active cases when the packs are repeated fre- 
quently throughout the day, provided the patient 
is not restless while in them. If a patient thrashes 
about continually, he will only wear himself out 
and bring on an undesirable reaction. The daily 
neutral pack of forty-five minutes to one hour, 
followed by the spray, induces a general tonic 
effect. The temperature of the water from which 
the sheets are wrung should be at least 98 degrees 
(preferably around 110 degrees), because in men- 
tal cases the stimulating reaction produced by 
cold is seldom desired. Excited patients do not 
need the stimulation, and depressed mental pa- 
tients fail to react well to cold applications. To 
obtain the best results the patient should be com- 
fortably warm before the pack is applied, and it 
sometimes is necessary to give a warm bath or a 
short cabinet treatment first. The reaction to the 
heat abstraction which occurs during the first few 
minutes in pack is thus lessened and the sedative 
action more prompt. A slight rise of body tem- 
perature occurs and a sense of warmth, drowsi- 
ness, and sleep are the results. The patient may 
be left in pack from forty-five minutes to two 
hours, but if heat loss is prevented too long, the 
patient perspires freely, respiration and the pulse 
rate are increased, and the face flushes. When 
such symptoms occur, the neutral stage of the 
sheet pack is past, and unless we particularly de- 
sire to increase elimination the patient should be 
removed from pack and put under the spray. All 
packs should be followed by a short application of 
cold in the form of sprays, douches, or afflusion, 


by which means we may stimulate metabolic 
changes. Such an application should start at 100 
degrees, rise to 110 degrees, and be lowered to 


97 degrees for excited types, and to between 80 
and 90 degrees for those who need stimulating. 
Three minutes is long enough for the entire ap- 
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plication, and the temperature for mental cases 
should never be dropped below 78 degrees Fahren- 
heit. Neutral packs are of value in all cases ex- 
cept those with high blood pressure, skin lesions, 
seniles, paretics, and excited mental defectives. 
The latter are inclined to resist packs. Epileptics, 
from the standpoint of elimination and general 
toning up, are safer treated by packs than by con- 
tinuous baths. Depressed patients who react poorly 
can be greatly improved by intelligent handling in 
packs, gradually bringing about the stimulation 
that their bodies need. 


CABINET TREATMENTS 


Cabinet treatments, either steam or electric, are 
useful in mental cases where elimination especially 
needs stimulating, such as alcoholics or the obese, 
and in bringing about body warmth in the poorly 
nourished, retarded cases. The temperatures used 
are around 130 degrees for about ten to fifteen 
minutes in the first types, and 90 to 95 degrees 
for six or seven minutes in the last type mentioned. 


HYDROTHERAPEUTIC TREATMENT OF THE 
PSYCHOSES 


The hydrotherapeutic treatment of the psy- 
choses outlined is based upon sixteen years of 
experience. For the past eight years I have in- 
sisted upon continuous baths being kept at 94 to 
96 degrees Fahrenheit, and have had only one 
case that bordered upon collapse. Last year, in 
ten months, some seventy women patients received 
2,450 continuous baths. The average duration per 
bath would run above two hours. Some were kept 
in tub for seven or eight hours daily, reducing 
the time as they improved. In addition to neutral 
packs given to chronic cases on the wards during 
disturbed periods, the women’s hydrotherapy de- 
partment, which is part of the receiving service, 
last year gave 3,621 neutral packs and sprays, 
1,382 cabinet treatments, 172 shower baths, 25 salt 
glows, and 24 fomentations. 

In the treatment of the psychoneurotic case, 
any form of physiotherapy may be used that is 
indicated and meets with the patient’s approval. 
Massage and passive gymnastics have no special 
place in the treatment of the nervous mental case. 
Electrotherapy, according to some authorities, 
does not fall under the head of physiotherapy. Its 
specific uses in mental cases are in the field of 
diathermy for paresis, and roentgen-ray treatment 
for the purpose of sterilization. 


OCCUPATIONAL THERAPY 


Occupational therapy is a very old method of 
treatment. The Egyptians, when they built tem- 
ples dedicated to Saturn in 200 B. C., recognized 
the benefit of “pleasurable occupation,” and Galen 
in the year 172 A. D. wrote, “Employment is 
nature’s best physician, and essential to human 
happiness.” In 1791 the insane in France were 
liberated from their chains and put to work at 
normal occupations. In this country, in 1798, Dr. 
Benjamin Rush of Philadelphia began to use occu- 
pational therapy when he put groups of mental 
patients to work—the women at sewing, and the 
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men at farming and carpentry, and furnished out- 
of-doors amusement for others. 

Occupational therapy applied to mental cases 
becomes the main highway over which they travel 
back to a readjusted life in their communities. By 
its use mental and physical deterioration is either 
prevented, lessened, or delayed. Kraepelin stated, 
“Occupation alone can preserve, by exercise, the 
capabilities which still remain and prevent 
wholly sinking into dulness.” The occupational 
therapist must understand the crafts, and know 
how to apply them to the various types of mental 
cases. Awakening of interest, sustained effort 
and attention, replacement of morbid ideas with 
healthy ones, and establishing mental and motor 
control and coérdination, are results sought and 
obtained in the mental sphere; whereas, improve- 
ment of individual and group morale, and oppor- 
tunities for social adaptation in work and recre- 
ation, are developed in the social field. Physical 
training, which requires the active participation of 
the patient, and recreation, are, with the crafts, 
the tools used to obtain desired results. Habit- 
training must be instituted for those whose habits 
are disorganized. Such training requires much 
patience and persistence, but its results are worth 
while from the rehabilitation and economic stand- 
point. 

In our state hospitals the occupational therapy 
department is well developed, and recognized as 
a valuable therapeutic agent. The classes for men 
and women are separate, but all social activities 
bring them together under as normal circum- 
stances as possible. 

Stockton State Hospital. 

DISCUSSION 

Cuartes Lewis Atten, M.D. (214 South Lafayette 
Park Place, Los Angeles).—Hydrotherapy has been 
used more or less in the treatment of the insane since 
antiquity, though at one time it was applied as a dis- 
ciplinary and punitive measure, rather than thera- 
peutically. 

It is only of recent decades, however, that it has 


become a routine practice in the psychiatric hospitals 
of the United States. 


In a psychiatric experience of over forty years, the 
introduction of water treatment by the bath and pack, 
as also by hyperdermoclysis of salt solution accom- 
panied, when needed, by glucose intravenously, has 
impressed me as the greatest therapeutic advance in 
our specialty, with the possible exception of the newer 
antisyphilitic methods. 


The continuous bath and the pack reduce excite- 
ment and favor sleep, in the majority of cases, and 
the rightly dreaded “acute delirium” presents now a 
much more favorable prognosis, since we have come 
to regard its symptoms as due chiefly to dehydration 
and acidosis, to be handled by salt infusions and glu- 
cose—measures which seem almost specific here. 

However, hydrotherapy is not a cure-all. 
patients are not relieved by it 
few contraindications, 
careful to mention. 


The continuous bath should be, of course, in charge 
of an experienced person, the patient under constant 
observation, and the temperature of the water be fre- 
quently noted, since the best thermoregulator may 
sometimes go wrong. On this account, also, it is held 
that any cover preventing the immediate removal of 
the patient from the tub should be avoided. Epileptics 
and paretics subject to seizures should be strictly 
watched. 


Some 
; and there are not a 
as Doctor Pinney has been 
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While the tepid or neutral pack is extremely valu- 
able and requires no special apparatus, it is not toler- 
ated for an indefinite period and should be used with 
caution in those having circulatory disturbances, and 
avoided in those who are frightened by it or persist- 
ently resist and struggle to get out of it. It has seemed 
to me that in institutions in which every kind of me- 
chanical restraint is strictly forbidden, there is a tend- 
ency to make too free use of this “therapeutic re- 
straint,” which may have disastrous consequences. 


The hot cabinet, followed by a douche regulated as 
to temperature and pressure, is an important measure, 
but finds its chief place with the quiet and conva- 
lescent patients, especially those of neurasthenic type 
and those whose nutritive processes need stimulation. 
It is usually contraindicated in disturbed and delu- 
sional patients. 


Occupational therapy is no new thing, but has been 
used in institutions for an indefinite period. Ability 
to keep a large percentage of its patients occupied has 
always marked a well-managed hospital. However, 
the occupation furnished the patients was formerly 
almost exclusively that of the house, kitchens and 
laundry indoors, and of the farm and garden outdoors. 


The newer mechanical and artistic shopwork of the 
occupational therapy rooms, if made sufficiently inter- 
esting, may attract many persons, especially those who 
have never been accustomed to do what they regard 
as menial work and beneath their dignity. 


Here everything depends upon the experience, en- 
thusiasm, skill and tact of those in charge of the work. 
It often takes considerable ingenuity to get the pa- 
tients to work, and many persistently refuse. 


All appearance of compulsion should be avoided, 
but. there is nothing worse for a chronic patient than 
sitting idle about the hall all day. 


Doctor Pinney has given us an interesting, instruc- 
tive and well-balanced paper, which should reach not 
only the specialist but also the general practitioner, 
and should encourage the more extended use of the 
physical measures of treatment which have been too 
much neglected in our country. 


& 


C. W. Grapy, M.D. (Veterans’ Administration Facil- 
ity, Palo Alto).—Far too often physiotherapeutic 
meesures, especially hydrotherapy, are used in a rou- 
tine manner with little understanding of the rationale 
involved. Doctor Pinney’s exposition of the physio- 
logical processes involved in the application of various 
forms of hydrotherapy is, therefore, especially valu- 
able. Failure to obtain satisfactory results from use 
of the continuous tub may sometimes be due to too 
brief applications. While it is understood that the con- 
dition of the patient must at all times be considered, 
this writer has noted with agreeable surprise that many 
patients remain in perfectly satisfactory condition dur- 
ing a treatment of fifteen to twenty hours, sleeping 
and taking nourishment regularly throughout, being 
removed only when it is necessary to evacuate the 
bowels. It is also interesting to note that many pa- 
tients, especially manics who have been subject to 
recurrent attacks of hyperactivity, have developed a 
certain amount of insight, and appreciate the relief to 
be obtained from continuous bath therapy and will 
voluntarily ask that it be given them at the onset of 
the attack. 

As the doctor has pointed out, hydrotherapy is a 
measure not easily dispensed with. More stress might 
be placed upon the psychotherapeutic value of the 
various methods of electrotherapy, particularly in the 
various aspects of the neuroses. Neuroses are real 
disabilities, many times more disabling and nearly 
always less amenable to treatment than actual physi- 
cal ailments. Such measures as diathermy, high fre- 
quency, ultra-violet ray, and sinusoidal wave, offer a 
form of treatment which the neurotic is able to see 
and appreciate. Such treatments, given along with 
positive and assuring advice as to what is expected to 
be accomplished, are of great help. 
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Much has been written as to the value of occupa- 
tional therapy. It cannot be emphasized too strongly, 
not only with respect to the patient, but to those who 
are caring for him. From the patient’s standpoint, 
occupation is the means of making extensive institu- 
tional life bearable. 

From the standpoint of a State-supported institu- 
tion, the economic value is great. In whatever degree 
a patient has been able to care for himself, by so much 
may the personnel be reduced. In many institutions, 
not only is much of the labor of upkeep done as an 
occupational therapy project, but a large portion of 
foodstuffs are produced as well. 


a 
we 


T. H. Stice, M.D. (Napa State Hospital, Imola).— 
I was very much interested in Doctor Pinney’s paper 
on physiotherapy and occupational therapy. 

In 1905 and 1906, articles began to appear in some 
of the leading medical journals regarding the effect 
of hydrotherapy upon the insane. We had not been 
doing any hydrotherapy work in this State at that 
time, and after having read a number of these articles 
setting forth some of the results claimed by those 
hospitals in the East who were trying out the different 
forms of baths, I became much interested, and made 
an effort to get some sort of equipment in the Napa 
State Hospital, where I was then employed. As you 
all know, to get a thing of that kind for State hospital 
work, especially one that has not been tried out, is a 
very slow procedure. 

In the meantime, I improvised two continuous baths 
from ordinary bath tubs by putting a hammock in the 
tub, with an outlet near the top; and with this im- 
provised make-up, made a number of experiments and 
found that, with the disturbed manic cases, I got very 
surprising results. 

I think at that time, so far as I knew, I was prob- 
ably one of the first in the State institutions to make 
such experiments. My results were so satisfactory 
and so encouraging, especially with the acutely dis- 
turbed patients, that I also had a crude mixing cham- 
ber added to my equipment, so as to keep the water 
a more even temperature and lessen to a great extent 
the possibility of an accident from scalding. 


It was not many months until the other State insti- 
tutions for the insane learned of our experiments at 
the Napa State Hospital, and a number of doctors 
came over to see the actual operation and to learn 
as much as possible about what we were able to ac- 
complish. Everybody became interested in the results 
obtained, and it was with concerted effort and con- 
certed demands of the medical staffs of the various 
hospitals that we finally induced the Lunacy Com- 
mission to assist us in providing funds for equipments 
for the different institutions. 

Today we wonder how it was possible for us to 
have gone as long as we did without such equipment, 
as the outfit has gradually been improved upon so 
that it is perfectly safe. It is very reliable as to main- 
taining an even temperature, and there is practically 
no danger of burning a patient or giving shock by 
getting a poor mixture of hot and cold water. 

By the use of hydrotherapy, as outlined by Doctor 
Pinney in her paper, we are able to quiet these noisy 
and disturbed patients without having to resort to the 
hypnotics, which are more or less harmful in such 
cases, owing to the fact that they do cause more or 
less confusion from their after-effects. A very fortu- 
nate thing regarding the use of hydrotherapy is that 
as a general thing the patients, however violent they 
may be, after having had one such treatment are no 
longer dreading them, but in fact enjoy the treat- 
ments. It is very comforting to go into the pack 
room, where probably twenty-five or thirty patients 
are all in the packs, and find that over half of them are 
actually asleep. After all, any treatment that will 
quiet the patient to the extent that will cause a natural 
sleep is always very beneficial, and after you have 
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begun to induce natural sleep your patient has begun 
to improve; and this is the beginning of allayed excite- 
ment and putting the patient more nearly in a normal 
physiological condition, so far as controlling the mind 
is concerned. 


I notice that Doctor Pinney advises that the tem- 
perature of the continuous bath be kept between 95 
and 96 degrees Fahrenheit, and I think, from my 
experience, that she is absolutely correct. At first, in 
the use of these baths we were taught that they should 
be kept at blood temperature; but it was afterward 
learned that such temperature was a strain on the 
heart, and that the patient could not be kept in the 
bath long enough to get as good results as could be 
obtained by a lower temperature. I think it is con- 
ceded by everyone who is now using the continuous 
baths that 96 degrees is about the right temperature. 


I have often been asked if in arteriosclerotic cases, 
and with patients having any kind of heart trouble, 
it were not exceedingly dangerous to put them in 
either the blanket pack or the continuous bath. I am 
glad to say that in many years’ experience with these 
cases it was very seldom indeed that I saw any pa- 
tients who had to be taken out of the bath on account 
of the strain on the heart, provided the water had 
been set at the proper temperature. In-the hospitals 
of today we have only those that are thoroughly 
trained in the use of these baths, who watch their 
temperatures carefully, and who know what to expect, 
should anything go wrong; and for that reason our 
nurses seldom make mistakes. They are taught that 
they must be exceedingly careful, and that the tem- 
perature must be carefully scrutinized before the be- 
ginning of every bath, so that no possible accident 
can occur. During the past year we have averaged 
over 58,000 hydrotherapy treatments per month, and 
when I tell you that in the administering of that large 
number we have not had one single accident, it will 
demonstrate to you what I mean by providing “trained 
people” to give these baths. 


Fortunately for those who are specializing in psy- 
chiatry we are constantly learning more regarding 
the use of hydrotherapy. A very important thing is 
the fact that our hydrotherapists, who are doing this 
work under the direction of the doctors, learn to indi- 
vidualize, and so some patients take kindly to one kind 
of treatment, while others with similar afflictions, do 
not, and it is important that our hydrotherapists should 
be able to distinguish the difference and to call the 
attention of the doctors to these things in order that 
the patients can be given such baths as they respond 
to most readily. 


Occupational Therapy—Doctor Pinney has given a 
very concise and a very clear outline of the use of 
occupational therapy. We who are doing hospital 
work realize its very great importance, since it is 
really the beginning of our rehabilitation and readjust- 
ment of the mental cases. We do not accomplish 
much in occupational therapy until after the manic 
state has been passed and the confusional state cleared 
up to the point of attracting and holding the attention 
of the patient. 

The next thing I think of great importance is again 
individualizing the patients, to learn what each one 
in particular might most readily be interested in. If 
you attempt to use occupational therapy along the 
lines where the patient is not at all interested, you do 
not get the results by any means that is obtained when 
you have found something the patient is actually inter- 
ested in doing. 

It is very remarkable in some of these patients as 
to how far they can be led away from their imaginary 
troubles, and their minds diverted along lines that 
prevent their worrying. 

Not only is occupational therapy a very important 
adjunct in our treatment of these cases, but I have 
seen many patients with dementia precox who have 
been trained to that extent that they can more readily 
adjust themselves to outside conditions, and ofttimes 
later earn a livelihood from what they have been 
taught while in the hospital. 
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GONORRHEAL ARTHRITIS—ITS TREATMENT 
BY ELECTROPYREXIA* 


By Ropney F. Artsatt, M. D. 
AND 
Luetta E. PATTerson 
Santa Barbara 


Discussion by A. Elmer Belt, Los Angeles; J. 8. Hibben, 
M.D., Pasadena; Clark M. Johnson, M.D., San Fran- 
cisco; Norman Epstein, M. D., San Francisco. 


HE “cleansing fire’’ of electrically generated 

heat in the form of hyperpyrexia has opened 
up a new avenue in the treatment of one of our 
most discouraging and chronic diseases, namely, 
the arthritic manifestations of gonorrhea. 


GONORRHEAL ARTHRITIS 


Gonorrheal rheumatism is the most common 
of the systemic results of this infection, and ac- 
cording to Jeck? has an incidence of from 1 to 3 
per cent. The several types of arthritis are the 
serous, the serofibrinous, the rare empyemic or 
purulent, and, the most important, the phlegmon- 
ous. Many remedies have been suggested and used 
in the treatment of this complication; but by 
their very multiplicity they announce their in- 
effectiveness. Stripping of the seminal vesicles, 
and a rigorous attack on the cervix and associated 
glands are the most universally accepted methods 
of allaying the focal infection. Surgical methods 
are also employed at times. Nonspecific protein 
therapy, such as typhoid vaccine intravenously, 
and milk, aolan and omnadin subcutaneously, has 
been found of some value. Specific vaccine and 
serums have also been used. However, none of 
these methods have given the striking results 
which one dgsires in the treatment of a specific 
disease. 


TREATMENT OF GONORRHEA BY ELECTRO- 
PYREXIA 


The rationale of the treatment of gonorrhea by 
electropyrexia is based on the fact that the gono- 
coccus is relatively thermolabile, is easily killed 
in vitro by slightly increased temperatures, and 
probably even more easily affected in vivo by the 
combination of heat and immunologic factors. 
Warren and Wilson? found that, of fourteen 
female patients with positive smears from sal- 
pingitis or cervicitis, or both, who received ade- 
quate treatment with hyperthermia, 71 per cent 
showed consistently negative smears, indicating an 
apparent change in the status of their localized 
infection. Bishop, Horton and Warren * reported 
the use of hyperpyrexia in the treatment of nine 
cases of gonorrheal arthritis with excellent re- 
sponse, and thus we were led to try this method 
of treatment. : 

APPARATUS USED 


In our experience, four pieces of apparatus are 
essential in the production of artificial fever. The 
first is a rugged diathermy machine, the second 

* From the Physical Therapy Department of the Santa 
Barbara Cottage Hospital. 


Read before the General Medicine Section of the 
California Medical Association at the sixty-third annua: 
session, Riverside, April 30 to May 3, 1934. 
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is a suitable set of electrodes, the third is a hot-air 
cabinet, and the fourth is an electric thermometer. 


The production of a satisfactory high frequency 
current requires a diathermy unit which will de- 
liver 6,000 Ma. of smooth current, easily regu- 
lated in small gradations. It should be capable of 
maintaining this delivery for two to three hours 
without signs of an overload. 


The hot-air cabinet is easily constructed out of 
celotex panels set in a wooden frame, insulated 
by a blanket covering. The one essential require- 
ment is that it be spacious enough to allow the 
patient to flex his knees without restriction, and 
without danger of burns from the electric heating 
lights. We have found 2.6x2.0x6.6 to be the 
ideal dimensions. The head-end is enclosed and 
insulated by rubber sheet and blanket-drops, to 
be tucked in about the patient’s neck. The heat 
is furnished by ten 60-watt carbon filament lamps. 
The optimum air temperature in the cabinet has 
been found to be 120 to 140 degrees, when the 
diathermic current is turned on, and from 140 to 
160 degrees Fahrenheit when the current is off 
and it is desired to hold the temperature of the 
patient. This is well tolerated by the patient and 
is controlled by thermo-regulator. A shallow pan 
of water, with considerable evaporating surface, 
is suspended inside the cabinet to increase the 
humidity and thus reduce the heat loss from sweat 
evaporation. The cabinet is swung from the ceil- 
ing by means of ropes and pulleys for ease in 
manipulation. 

For electrodes, we formerly used the Neyman 
type, but later found that a simple unfenestrated 
sheet of block tin, gauge No. 28, mounted on a 
three-eighths sponge-rubber backing, applied over 
a one-quarter inch absorbent pad moistened in 
normal saline, to be more satisfactory. This inter- 
position of the wet pad requires somewhat higher 
milliamperage, but we feel that it is far safer than 
the bare tin. Only one slight burn has resulted 
as yet in a series of two hundred and fifty treat- 
ments, and the patient seldom complains of, nor 
is the treatment interrupted for “hot spots.” The 
electrodes are of similar shape to the Neyman 
type, and are applied in a similar manner, by 
means of a canvas corset. 

The fourth piece of apparatus, which is of con- 
siderable value, is the electric pyrometer or ther- 
mometer for indicating the rectal temperature. It 
consists of a delicate thermo-couple for insertion 
into the rectum, and a sensitive galvanometer so 
designed and calibrated that the body tempera- 
ture may be read directly on the scale to an 
accuracy of two-tenths of a degree. 


TECHNIQUE 


The details of technique are difficult of adequate 
explanation, for so much of one’s success depends 
upon a nicety of judgment, which is acquired 
only by experience. Following the suggestion of 
Warren and Wilson, we have used preliminary 
sedatives, formerly consisting of bromids and 
barbital, followed by chloral hydrate, at the begin- 
ning of the treatment. Later we employed mor- 
phin and scopolamin, but found some difficulty 
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with respiratory embarrassment. At present we 
are using Dilaudid 1/32 grain scopolamin 1/100, 
given about tw enty minutes after the beginning of 
the treatment, thus allowing approxim: ately forty 
minutes of complete consciousness for the dis- 
covery of hot spots and for other adjustments for 
the patient’s comfort. We feel that this narcosis 
is essential not only for the patient’s comfort, 
but also for his safety, inasmuch as restlessness 
is a very important factor in the production of 
burns. We further feel that all points of potential 
irritation will appear within the forty-minute lag 
period, if burns are to result, provided the patient 
remains quiet during the remainder of his treat- 
ment. As the narcosis is only relatively deep, 
actually only a light twilight sleep, several pro- 
cedures may be employed to reduce the discomfort 
of the patient. The air about the patient’s face 
is kept in motion by an electric fan, iced towels 
are placed on the patient’s head, cool dry pillows 
are frequently exchanged for the hot moist ones, 
and frequent drinks of uniced water are given. 
Some patients are quite restless, even with the 
narcotic, and the operator’s ingenuity is often 
taxed considerably to quiet and reassure the nerv- 
ous patient. It is absolutely essential that the tech- 
nician appear calm and self-assured. 


The pulse, temperature, and respiration should 
be carefully recorded every fifteen minutes dur- 
ing the early stages, and oftener as the treatment 
progresses. If the subject becomes nauseated or 
extremely exhausted, all active heat should be 
turned off. Indications of circulatory collapse, 
such as intense facial cyanosis, circumoral pallor, 
rapidly increasing pulse rate or markedly falling 
blood pressure, are sufficient points of evidence 
on which to terminate the treatment. Needless 
to say, no treatment is ever started without care- 
ful preliminary physical examination, and severe 
cardiac disturbances, marked arteriosclerosis and 
nephritis are usually excluded from this pro- 
cedure. 


The Electrical Apparatus Is Used as Follows.— 
The plugs, marked for identification, are con- 
nected to the diathermy unit, and the electrodes 
are applied over the moistened pads by means of 
the snugly fitting corset. On an initial treatment, 
a gradually increasing amount of current is re- 
leased to the electrodes, the intensity depending 
on the size of the individual and the type of 
temperature curve desired. On subsequent treat- 
ments, however, the optimum milliamperage is 
known, and the adequate amount which will, to- 
gether with the cabinet heat, give a constant rise 
of 0.8 to 1.0 degree every fifteen minutes, is 
selected. In general, the faster the rise can be 
obtained the less fatigue will the patient have to 
endure; but one should be guided always by the 
changes in pulse rate and circulation, and usually 
a rise of more than 0.8 to 1.0 degree per fifteen- 
minute interval has been found to be unwise be- 
cause of later exhaustion and restlessness which 
necessitates interruption of the procedure. The 
maximum temperature necessary to obtain with 
the diathermy apparatus in the type of treatment 
under discussion is, we believe, in the range of 
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103 to 104 degrees, and usually can 
be reached in one and one-half to 
one and three-fourths hours. If Ssuemmy sagyesenr | X 
desired, the rise can be continued | 

by allowing the curve to coast up 

of its own momentum, aided by | 

the external heat of the cabinet. | swoydurég 20m10 
We have found 104 degrees to be 30 JoHl9u 
sufficiently high to obtain satisfac- | 
tory clinical results. We plan to —_—_—_ 
hold a temperature above 103.5 de- 
grees at least two to four hours. snimy x1) x Ixlxl x |x 7 
Then the electrodes may be re- 

moved through the head-end of 

the cabinet, without exposing the 

patient, at any time after the dia- 

thermy is discontinued. The cabi- eanogy Jo soqUInN 

net is usually removed when the 

temperature has descended to 100 

degrees, and at that time iced fruit 

juices are given slowly. As before equeuyvexi, 

mentioned, the art of administer- jo 19qUINN 

ing the diathermic current and 
cabinet heat in consonance with 
the patient’s individual reaction is 
a great factor in the success of the 
treatment, and can be gained only 
by experience. 


x} X o| xX |XI|xXI]xXI] : 
Oo] : 


* Treatment unsatisfactory because of cardiac distress. 


RESULTS 


spywApIpidg 
eynNoy 


Our series of cases of gonor- 
rheal arthritis is relatively small, 
consisting of only nine arthritics, 
plus one case of prostatitis and 
one case of acute epididymitis. Of 
the nine cases of arthritis, eight 
were acute and one chronic. Of 
the eight acute cases, seven, or 87 
per cent, were completely relieved 
of all arthritic symptoms in from | siqayjeag aynoy |x!}x| x 
one to five weekly treatments with 
a temperature duration of from 
one-half to four hours over 103.5 
degrees. The one chronic case 
showed diminution of swelling and ee | : 
pain; but as the x-rays showed 
joint destruction, complete res- 
toration was impossible. (See Ta- 
ble 1.) 


Taste 1.—On Results of Treatment 











REPORT OF CASES ! SHNUWV synoy 


Case 1—F. K., male, aet. nineteen, 
had had an acute gonorrheal urethri- 
tis for three weeks. Three days be- 
fore entrance to hospital, developed 
an acute g. c. arthritis in right wrist 
and left elbow, with markedly in- 
creased heat, swelling, pain, and ten- 
derness. The first electropyrexia 
treatment, with the temperature over 
103.5 degrees for only one-half hour, 
gave partial relief of symptoms. The 
second treatment, with an artificial 
fever for four hours above 103.5 de- 
grees, gave a complete recovery of 
both the arthritis and urethritis. 
Prostatic and vesicular smears re- 
mained negative over the period of 
four months through which he was 
followed. 




















Percentages of cures of acute arthritis, 87 per cent. 
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Case 2.—W. M., male, aet. forty-two, had had an 
acute urethritis for fourteen days. Ten days after onset 
of urethritis, developed massive swelling, with heat 
and excruciating pain and tenderness in a previously 
sprained right ankle. The first treatment with hyper- 
thermia of two hours over 103.5 degrees gave con- 
siderable alleviation of pain, so much so that he in- 
sisted upon another treatment four days later. This 
time he was held over 103.4 degrees for two and one- 
half hours. A third treatment of one hour, over 103.5 
degrees, gave a practically complete recovery, which 
was made absolute by a short course of baking, mas- 
sage, and exercises. Patient was watched for two 
months and smears remained negative. 


7 v ¢ 


Case 3.—A. L., female, aet. nineteen, had had a 
vaginal discharge for two months. A sprained right 
ankle was followed by a gonorrheal arthritis, present- 
ing a hot, acutely tender, red and greatly swollen joint. 
Pain was almost uncontrollable—a true phlegmonous 
arthritis. A large subcutaneous abscess was opened 
and drained, but otherwise the ankle was treated con- 
servatively for two weeks. She then was given electro- 
pyrexia treatments at weekly intervals for five weeks. 
The temperature was sustained above 103.5 degrees 
for from one and a half to two hours on each occasion. 
The acute symptoms were partially relieved by each 
treatment. There was some residual stiffness after the 
last hyperthermia, but this was completely removed 
by physical therapy, so that there was a complete re- 
covery. Smears were negative during the following 
month. 
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Case 4.—C. R., male, aet. twenty-five. This patient 
had had an acute urethritis for five weeks, and an 
epididymitis for four weeks. He had received irriga- 
tions, with no relief. Three days before hospital en- 
trance he developed an acute prostatitis and arthritis 
in his left elbow. A single electropyrexia treatment, 
with fever above 103.5 degrees for three hours, was 
given. The swelling, pain and tenderness immediately 
left the elbow, the epididymus and prostate. The dis- 
charge ceased, the smears became negative and re- 
mained so during two months of observation. There 
was a complete recovery. 


The above résumés present, in a graphic manner, 


the rather spectacular results obtained in the treat- 
ment of gonorrheal arthritis by artificial fever. 


SUMMARY 


1. Gonorrheal arthritis is systemic manifesta- 
tion of this specific infection in from 1 to 3 per 
cent of cases. 

2. The organism is thermolabile, and fevers 


of 103.5 degrees or over are deleterious to - 


gonococcus. 
3. Electropyrexia is a convenient means of 
producing artificial fever. 
4. Seven out of eight cases of gonorrheal arthri- 
tis were completely relieved by electropyrexia. 
1421 State Street. 
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DISCUSSION 
A. Ermer Bett, M. D. (523 West Sixth Street, Los 


Angeles).—Credit is deservedly due to Dr. Rodney 
Atsatt and his technical assistant, Luella E. Patterson, 
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for making available to private patients in California 
this hazardous but effective method of treatment. The 
delightful reserve of these authors keeps submerged 
the perils encountered in the method. Only occasion- 
ally do telltale phrases creep in, as “It is absolutely 
essential that the technician appear calm and self- 
assured.” In these days of extortionate medico-legal 
judgments for minor burns and injuries, this contribu- 
tion is especially remarkable. 

The author’s personal contributions to the method 
are both exceedingly helpful in increasing the factors 
of safety. They are his effective method of narcosis, 
and his idea of transferring the patient to his hot-air 
cabinet, once the desirable heat level has been estab- 
lished. 

Evidence is accumulating to show that strains of 
gonococci vary greatly in their susceptibility to heat. 
Dr. Stafford Warren of Rochester, New York, deter- 
mines this susceptibility in vitro for the organisms 
from each patient before subjecting the patient to 
fever treatment. He then uses this data as a basis for 
determining the desirable length of exposure of the 
patient to heat. Confirmation of the possibility of a 
correlation between heat susceptibility, in vitro, and 
in vivo, is greatly needed. 

We have here a thrilling modern picture in which 
a combination of medical skill and electrical engineer- 
ing knowledge is brought into combat with desperate 
disease. We may compare it with the ancient picture 
of Paracelsus standing by his patient, chronometer in 
hand, as his heroic dose does its work; on his lips his 
familiar phrase, “Kill or cure in five minutes.” 


c 


J. S. Hissen, M. D. (506 First Trust Building, Pasa- 
dena).—Doctor Atsatt and Miss Patterson are to be 
commended for their orderly and systematic presen- 
tation of facts, as set forth in their paper. It is very 
important in physical therapy that an essayist be ex- 
plicit enough so that the work can be repeated by 
others under the same conditions in which the former 
investigation was carried out. This Doctor Atsatt and 
his associate have done. 

The authors’ treatment, as outlined, is an electro- 
pyrexia treatment both by inductive and conductive 
methods. The objection to the use of conductive 
radiant or sometimes called sensible heat, such as 
actual heat being applied to the patient as in a cabinet, 
electric blanket or hot water baths, etc., is that flow 
of heat within the body is inverted or, in other words, 
that the heat gradient is reversed. The normal genera- 
tion of heat is within the body and the heat flows out- 
ward. In these methods the heat is generated outside 
and is forced into the body with a high surface 
gradient. Doctor Atsatt uses a combination of the dia- 
thermy and a cabinet, the gradient produced by the 
diathermy is essentially positive (in the same direction 
as in a normal body), while the cabinet produces a 
negative gradient (contranormalcy), the net result is 
lowering of the total gradient, especially at the sur- 
face of the body. Evidence seems to indicate that we 
may secure a more efficient and rapid elevation of 
temperature if large quantities of heat are supplied 
with low gradient, which Doctor Atsatt has done by 
his method. 


I certainly concur with the essayists that an electro- 
pyrometer or thermometer for indicating the rectal 
temperature is an absolute essential. Regarding the 
use of preliminary sedatives, I have not found it neces- 
sary to use these at the beginning of treatment, but 
employ them after the first forty-five minutes; my 
preference being one-quarter of a grain of morphin 
hypodermically. It has been my experience that scopo- 
lamin is too uncertain in its action and that many 
patients have an idiosyncrasy to it. 


The authors make no mention in their paper of the 
use of any replacement chlorid therapy, which is often 
induced by excessive perspiration in which, in my 
opinion, is one of the causes of restlessness, aching 
and pains in the limbs during treatment. I, therefore, 
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during treatment give the patient by mouth 500 cubic 
centimeters or more of cold, normal saline solution. 


My series of cases of gonorrheal arthritis treated by 
hyperpyrexia have been small, but from observations 
I concur with Doctor Atsatt that this is a very valu- 
able treatment for this type of case, and think that 
when our technique and treatments are improved upon 
we can expect better results. 


mm 


« 


Criark M. Jounson, M.D. (384 Post Street, San Fran- 
cisco).—The subject of gonorrhea and its complica- 
tions is unpleasant to the laity and profession as a 
whole. As a consequence, this universal disease is 
variously and usually poorly treated. Doctor Atsatt, 
though working with a small series of cases, has con- 
tributed something worth while in the treatment of the 
most disabling and stubborn complication of gonor- 
rhea. The majority of these patients whom I have 
observed have been in city or county institutions, 
where they remain as invalids for from three weeks 
to three months, and are then frequently discharged 
before they are well. This, in spite of an energetic 
attack upon the local focus, immobilization of involved 
joints, local heat and vaccine therapy of various sorts. 
Intravenous mercurochrome has also fallen far short 
of its anticipated results. Vigorous, or too energetic 
treatment of any type of the acute case of gonorrhea 
with fever, should be done most guardedly and not 
by the uninitiated. I have had reported to me recently 
one death from hyperpyrexia, induced by typhoid vac- 
cine in a young man, and have personally observed 
the induction of a gonorrheal bacteremia caused by 
the same means, proved by blood culture, which fortu- 
nately terminated favorably. Electropyrexia requires 
time, patience, attention to minute details and more 
than a casual examination of the patient, such as is 
usually denied these tragic sufferers from gonorrhea. 
This should be no deterrent in our attempt to shorten 
the invalidism and prevent permanent deformity in 
these cases. This frequently and rightly requires the 
combined judgment of orthopedist, internist, and urolo- 
gist. No one attack upon the problem is as yet safe 
or sufficient. Electropyrexia, because it is controllable, 
should be more generally available for the treatment 
of gonorrheal arthritis. = 

NorMan Epstein, M.D. (450 Sutter Street, San Fran- 
cisco)—Among the conditions treated by means of 
artificially produced fever none have responded better 
than gonorrheal arthritis. This has been in contrast 
to the somewhat disappointing results obtained by this 
form of therapy in the other types of arthritis. 

Several methods of producing hyperpyrexia by me- 
chanical means have been introduced during the past 
five years. Diathermy, radiothermy, and the use of 
radiant heat obtained from an external source, have 
been successfully employed. In general the thera- 
peutic effects have been similar, regardless of the way 
in which the fever has been produced. It is generally 
agreed that the essential factor in this treatment is 
the elevation of body temperature. 

In our experience, hyperpyrexia is most easily and 
simply produced by means of radiant heat from a 
common electric body bake, placed over the patient’s 
bed as described by the essayists, and the prevention 
of heat loss from the body by wrapping him carefully 
in woolen blankets. 


During the course of our work as to the effects of 
artificial fever upon the various phases of syphilis, a 
number of patients with gonorrheal arthritis were 
treated. These patients received pyrotherapy every five 
days. The body temperature was maintained between 
39 degrees centigrade (102.2 degrees Fahrenheit) and 
40.5 degrees centigrade (104.9 degrees Fahrenheit) for 
six hours. Three to eight treatments were given. The 
clinical results obtained were very similar to those 
reported by the authors. Rapid relief of pain with in- 
creased mobility of the affected joints, and prompt 
recovery occurred in eight of the ten cases observed. 
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The essayists have reported a method of treatment 
which is a definite contribution to the therapy of 
gonorrhea! arthritis. 


2 
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Doctor Atsatr (Closing).—In closing, I wish to 
thank the discussers for their presentations. In several 
discussions the note has been struck that the dia- 
thermy method is not without danger. This is per- 
fectly true. We hope at a later time to present the 
details of an apparatus which will cut this danger to 
a minimum, and still produce an absolutely control- 
lable hyperpyrexia. 


COCCIDIOIDES GRANULOMA* 


WITH A REPORT OF EIGHTEEN CASES OF 
COCCIDIOIDES GRANULOMA WITH 
TWO APPARENT CURES 


By Eusor D. Sorsxy, M. D. 
AND 
Cuartes E. Nixon, M. D., Ph.D. 


Fresno 


Discussion by K. F. Meyer, Ph.D., San Francisco; 
Emmet Rixford, M.D., San Francisco; William J. Kerr, 
M.D., San Francisco. 


INCE its recognition by Posadas and Wernike? 

in 1892, coccidioides granuloma has become a 
disease of more than scientific interest, particu- 
larly here in California.” * Apart from increased 
alertness of physicians in recognizing this fungoid 
infection, especially in pulmonary, skin, and bone 
lesions, there appears to be an actual increase in 
the number of cases. At the General Hospital of 
Fresno County, a diagnosis of coccidioides granu- 
loma has been made in eighteen patients during 
the past eight years; of these, nine, or 50 per cent, 
were observed within the past year. 

The eighteen cases herein presented are pub- 
lished with a twofold purpose. Primarily, we wish 
to emphasize certain criteria upon which an earlier 
correct diagnosis can be made, or at least enter- 
tained; and secondarily, we wish to present our 
experience with some of the forms of therapy now 
in vogue. With these objectives in mind, we shall 
consider the subject under two headings. 


DIAGNOSIS 


In coccidioides granuloma, as in most other 
diseases, a correct diagnosis may be made in a 
large percentage of cases only through the routine 
of taking a detailed history, a careful physical 
examination, and the assistance of the laboratory. 
Our subject will be discussed, accordingly, under 
these subdivisions: 


History 

Although there is a considerable pleomorphism 
in the manifestations of coccidioides,* a review of 
the complaints presented reveals certain findings 
common to most patients. In a large share, the 
initial symptoms were loss of weight and strength, 
malaise, anorexia, weakness, general debility, con- 
Stipation, and inability to regain their vitality fol- 
lowing what was apparently an influenza. It is 
this train of symptoms that usually brings the 
patient to the physician. In addition to these gen- 


*From the General Hospital of Fresno County. 
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TABLE 1.—Differential Diagnosis of Tuberculosis 
and Coccidioides of the Lung 


Differential 
Point Coccidioides 


History of ex- 


Tuberculosis 


= + 


Outdoor—usually + 
farmer 


Occupation 


Most frequent in 
California 


Geographic lo- Universal 


Uncommon Common 


Night sweats... 


Sputum Coccidioides im- z.. B. 
mitis found 


Less sputum 


bacillus 
found 
More sputum 


Less severe More severe 


Hemoptysis ...... 


Uncommon Common 


Manteau oe + 


Skin lesions Less frequent 


More frequent 


Fairly character- 
istic 


X-rays of chest Characteristic 


Less diurnal Diurnal varia- 
variation tion more 
| marked 


Definite post- 
mortem 
findings 


Definite postmor- 
tem findings 


Guinea pig in- 
oculation 


eralized complaints, the patient, as a rule, presents 
single or multiple cutaneous lesions. These may 
appear in a great variety of forms, and will be 
discussed more fully under the heading of ob- 
jective findings. In the cases with pulmonic in- 
volvement, there may or may not be subjective 
symptoms directly referable to the respiratory 
tract. Cough and sputum are frequent. On the 
basis of these symptoms, one is frequently led to 
consider the condition due to a tuberculous in- 
fection. The differential diagnosis is often one of 
extreme difficulty. In our series of ten pulmonic 
cases, we have found the points listed in Table 1 
of extreme importance in making this differenti- 
ation. It is not unusual, in comparatively f ar ad- 
vanced pulmonary cases of coccidioides, to find 
all the symptoms referable to cutaneous lesions 
rather than to the respiratory tract. The systemic 
reaction to pulmonary lesions in coccidioides 
granuloma is apparently much less than an equal 
degree of pathology caused by the tubercle bacillus. 

Most writers have noted a particular predisposi- 
tion of the Mexican race toward coccidioides. In 
our cases it will be noted (Table 2) that ten, or 
55 per cent, are of Mexican descent. It is diffi- 
cult to determine whether this is actually a matter 
of racial susceptibility or merely a reflection of 
the occupational and environmental status of that 
race. In reviewing the occupations of our pa- 
tients, we find the disease most prevalent among 
the laborers in the fruit orchards. The fact that 
the San Joaquin Valley, as a center of the fruit- 
growing industry, is also the source of a majority 
of the reported cases of coccidioides may be of 
some significance. 

As to distribution between the sexes, coccidi- 
oides is most frequently found in the male. Of 
our eighteen cases, fourteen, or 78 per cent, were 
male patients. This is in all probability due to 


COCCIDIOIDES GRANULOMA—SORSKY-NIXON 99 


occupational hazards rather than inherent sex pre- 
disposition. The age incidence of our cases pre- 
sents no particular decades as periods of greater 
susceptibility to invasion by the coccidioides 
organism. 

A history of trauma * was obtained in only two 
of our cases. The first patient was a young Mexi- 
can female, age twenty-two years, who acciden- 
tally scratched the medial surface of her right 
thigh with her fingernail while dressing. A slight 
swelling appeared at the site of the bruise, soon 
broke down and left a draining sinus. Following 
this over a period of six months, multiple lesions 
appeared, and x-ray plates subsequently showed 
pulmonary involvement. This history lends evi- 
dence for those who feel that in a portion of cocci- 
dioides cases the portal of entry is through the 
abraided skin rather than through inhalation. Our 
only other case giving a history of trauma was a 
young negress, age twenty-one years, who in 1920 
received a blow from a stone in the mid-portion 
of the left forearm. The resultant pain and swell- 
ing soon disappeared, but tended to recur during 
the ensuing years. In 1924 she was operated upon 
and the swelling incised. No record of the find- 
ings at that time are obtainable. She was seen 
again in this hospital on January 31, 1927. At 
this time pus aspirated from the lesion revealed 
the coccidioides organism on smear and culture. 
Physical Examination 

The close similarity of tuberculous and coccidi- 
oides cases is borne out also in the physical exami- 
nation. In the far and moderately far-advanced 
fungoid cases we find a cachetic, emaciated, and 
anemic patient. In the majority of cases there is 
some cutaneous involvement. The appearance of 
the lesions, however, is not usually characteristic, 
due to the multiform cutaneous manifestations of 
the disease. The lesions, when first seen, are most 
frequently considered of tuberculous origin. A 
detailed description of the cutaneous lesions will 
not be attempted here, since adequate literature 
is already available on that phase of the subject. 
Possibly the most characteristic skin lesions are 
multiple subcutaneous abscesses, varying in size 
from a small pea to the size of a large grapefruit. 
The overlying skin may be entirely normal or may 
show the presence of underlying infection by a 
markedly reddened appearance. Pain is associ- 
ated with these cutaneous lesions in about one- 
half the cases. No portion of the body surface 
including the scalp, face, trunk, or extremities, is 
immune to cutaneous abscesses. Another type of 
skin involvement commonly described in coccidi- 
oides, but seen in only one of our cases, is the 
open, chronic ulcerating lesion. This patient, Mrs. 
R. B., age thirty-eight years, presented herself 
for the first time on December 8, 1931. She 
showed an extensive granulating lesion of the 
right side of the face and neck of nine months’ 
duration. The ulcerating surface extended from 
the outer canthus of the eye almost to the midline 
at the back of the neck, and from just above the 
clavicle below well up into the scalp. The ear was 
also involved. It is this type of ulcerating lesion 
that advances slowly, and eventually terminates 
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February, 1935 


Fig. 1.—Chest plate of Case No. 2 


fatally by increasing cachexia or by further sys- 
temic involvement. ; : 

On general physical examination there are no 
findings particularly characteristic or indicative 
of the type of infection with which we are deal- 
ing. The extreme cachexia of the far-advanced 
case of coccidioides granuloma is exactly similar 
to that in any of the so-called wasting diseases, 
such as cancer or tuberculosis. A fairly constant 
finding in our series of cases was marked caries 
of the teeth and pyorrhea. Physical examination 
of the chest in those patients with pulmonic in- 
volvement gave findings quite similar to those 
noted in pulmonary tuberculosis. Findings in all 
but one of our cases were bilateral and rather far 
advanced. Careful palpation of the chest often 
will reveal either small subcutaneous abscesses, 
or actual involvement of the ribs or sternum by 
the invading organism. Such findings should al- 
ways make the physician suspicious of some patho- 
logical process other than tuberculosis. 


Symptoms 


In those cases of coccidioides infection having 
meningeal invasion,® the symptoms are those usu- 
ally found in tuberculous meningitis ; the objective 
findings are also in no way suggestive of the spe- 
cific type of invasion. It is not uncommon in this 
type of involvement to discover, by x-ray, defects 
of the inner table of the skull. This is, of course, 
an important finding in the differential diagnosis 
of this type of meningitis from that of the tuber- 
culous type. In both cases of coccidioides menin- 
gitis herein reported there was, in addition, a 
general systemic involvement including extensive 
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bilateral pathology in the lungs. Before entry to 
the hospital, one case had been considered as a 
generalized tuberculous infection. It was not until 
culture of the spinal fluid revealed the presence 
of coccidioides immitis that the diagnosis was 
made clear. 


Laboratory Findings 


The etiologic agent of coccidioidal granuloma 
has variously been termed coccidioides immitis, 
oidium coccidioides, and fungus coccidioides. The 
organism has a double cycle of growth—one in 
tissues and exudate, the other in natural or artifi- 
cial culture media. In animal tissues the adult 
form is a spherule, 5 to 60 microns? in diameter, 
with a refractile double-contoured capsule and 
usually a faintly granular cytoplasm. Reproduc- 
tion in animal tissue is by means of endospores, 
which rupture through the capsule and develop 
into adult organisms. Mycelia are found only in 
culture media, natural or artificial. Endospores 
develop in the terminal segments of the hyphae. 
In a liquid culture media the mycelia network 
sinks to the bottom of the tube. 

The recognition of the organism in pus or 
sputum presents no great difficulty.* It may be 
identified in an unstained preparation with the 
high dry objective and the light restricted by the 
diaphragm, or in preparations stained by the Gram 
stain in which the organisms are Gram-negative. 


The organism is an aerobe, and grows readily 
on many culture media. Sabourand’s media is 
perhaps the optimum one. On this and other solid 
media in plates it is seen as a white or grayish 
white cotton-like growth which spreads, from cen- 
ters, throughout the plate. In liquid media, as 
broth, it is found as a stringy mass in the bottom 
of the tube. 

Animal inoculations are very satisfactory for 
diagnostic confirmation. Suspected material is in- 
oculated intraperitoneally. If a male guinea-pig 
is used, an orchitis develops early; and in ten to 
fourteen days definite symptoms and pathologic 
changes develop with the disease running a course 
of four to six weeks. Lesions similar to those of 
tuberculosis are found in the spleen, liver, lymph, 
nodes, and lungs. A thick, tenacious pus is present 
in which the double-contoured capsules are found. 

The lesions in animal tissues are similar to that 
of other infectious granulomata. Ophils® de- 
scribes them as “submiliary, miliary or larger 
nodules which resemble tubercles very closely. 
These nodules may caseate. Later the caseous 
material may liquefy, and cavities containing pus- 
like material may be produced in this way; or in 
other cases there may be suppuration from the 
beginning, sometimes of a rather acute type, but 
usually of a more chronic character, leading to 
the formation of miliary, or larger, sometimes 
very large chronic abscesses or ulcers.” 

In whatever tissue the lesions are found the 
microscopic picture is very similar to that of 
tuberculosis. There is tubercle formation with 
round-celled infiltration, caseation, and giant cells. 
Apart from the organisms, if there is any differ- 
ence in the microscopic appearance of the tesions 
it is in the greater number of giant cells in the 






































































Spinal Fluid 


14 Yellow fluid Free HCL 


Smear—Few red blood cells 1-..-00 
Culture—no growth 2-..-00 
3-..-00 
4-5-00 


16 Clear fluid 1-2-06 
Cell count normal 3-4-10 
Culture—no growth 5-..-02 

6-..-00 






Clear fluid 1-..-00 
Cell count—2 2-3-00 
Noguchi + 4-5-00 
Smear and culture negative 6-..-00 


















Slightly turbid fluid 
Cell count—4 
Smear—occasional red blood 
cells 
Wassermann—negative 





18 Turbid fluid—increasing pres- 
| sure 
Cell count—240 
50% polymorphonuclears 
32% small lymphocytes 
18% large round cells 
Culture—positive in forty- 
e ight ae 








lesions of coccidioidal granuloma. From the stand- 
point of the laboratory diagnosis the organisms 
may be found, as previously stated, in pus and 
sputum, and also in the cerebrospinal fluid and, 
rarely, in the blood.*® Other than the identifica- 
tion of the organism, there is nothing especially 
diagnostic in laboratory tests. The blood count 
usually shows a moderate leukocytosis, but there 
may be a normal leukocyte count or even, occasion- 
ally, a leukopenia. The leukocytosis probably de- 
pends on a secondary infection. In cases where 
there is a meningeal involvement, the cerebro- 
spinal fluid findings are similar to those of tuber- 


culous meningitis, except in the colloidal gold 
curve. There is a pleocytosis with an average 
count of 200 to 500 cells, predominatingly lympho- 


cytic, and a colloidal gold curve in Zone 1. As 
stated above, the organisms may be found directly 
in the spinal fluid, by culture or animal inoculation. 
(See Table 3.) 

If the possibility of coccidioides granuloma 
is considered in radiographic interpretation, the 
x-ray ‘'™? is of assistance in diagnosis. However, 
there is nothing pathognomonic in the roentgeno- 
logical picture of the lesions of this disease. In 
our series of cases the most common radiographic 
picture shown by the lung lesions may be de- 
scribed by the term “snowstorm.” These are dis- 
creet, small, fairly well circumscribed opacities, 
usually evenly distributed throughout the lung 
fields in the more advanced cases. The picture 
closely resembles that of a miliary tuberculosis. 
Cavitation or consolidated lesions are not charac- 
teristic of this disease. Bone lesions are fairly 
common, and are seen radiographically either as 
solitary punched-out areas or as a more wide- 
spread osteomyelitis. 


CALIFORNIA AND WESTERN MEDICINE 


TaBLe 3.—Special Laboratory Tests 


Gastric Expression 


Smear—No evidence of 
ecoccidioides i itis 


Smear—No evidence of 
coccidioides i itis 


Smear—No evidence of 
coccidioides i itis 













Blood Chemistry 


Total Acid Glucose—87.8 milligrams per 
60 


} 100 cubic centimeters blood 
15 

10 N. P. N.—31.5 milligrams per 
03 100 cubic centimeters blood 


immitis 


06 Glucose—80 milligrams per 
10 100 cubic centimeters blood 
06 

02 N. P. N.—24 milligrams per 


100 cubic centimeters blood 
immitis 











10 Glucose—83.3 milligrams per 
10 100 cubic centimeters blood 
00 

05 N. P. N.—30 milligrams per 


100 cubic centimeters blood 
immitis 








TREATMENT 


Of the great number of therapeutic measures 
applied in “the treatment of coccidioides granu- 
loma, none have shown more than transitory 
effects. The number of medications suggested and 
used from time to time are legion. In our hands 
no single plan of medication had been consistently 
efficacious. With certain preparations we have 
noted transitory improvement in a few of our 
subjects. In two cases we have what we hope will 
result in a permanent and complete cure. The 
same medication, however, when applied to other 
cases has been entirely without results. 

In reviewing the multiform variety of thera- 
peutic measures employed in this series of cases, 
we find a fairly complete survey of the various 
medications and procedures recommended by the 
numerous experimenters in this field. We shall 
attempt to enumerate these various methods and 
record our results in each case. 

In the general treatment of these patients there 
are several important factors to be considered. 
The nourishment of the patient must be main- 


tained. This is, in many cases, an exceedingly 
difficult problem. The use of high caloric, high 
vitamin, and high mineral diet is essential. The 


tendency in these patients toward a progressively 
more severe secondary anemia is striking, and the 
usual medical anti-anemic regimen is strongly 
indicated. Various forms of iron, as ferrum re- 
ductum or liquid Blauds, should be employed. In 
the more severe cases repeated small transfusions 
are indicated in an effort to stimulate the patient's 
own hematopoietic system. Elimination must be 
carefully watched and, when necessary, mild laxa- 
tives or cathartics must be employed. The occur- 
rence of decubetant ulcers is frequent, and often 
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Fig. 2.—First case of coccidioides in California, 1893. 


the cause of considerable discomfort on the part 
of the patient and those associated in his care. 


The usual preventive precautions, as constant 
change of position, massage, and use of cushions, 
all aid in the prevention of bed sores. Bed rest 
is essential in the acute types of coccidioides. 
However, in those patients in which the disease 
assumes a chronic form it is advisable whenever 
possible to allow the individual to be up and about. 
This not only acts as a general stimulus and tonic 
to the vital functions, but aids materially in sus- 
taining the hopeful outlook of the patient. Gen- 
eral sedatives and hypnotics must be used in 
greater or lesser amounts, depending on the extent 
of involvement and the location of the lesions. In 
the terminal stages, morphin is frequently neces- 
sary for the control of pain. 

There is as yet no specific medication which 
has shown consistently satisfactory results. In 
several instances we have noted transitory, al- 
though definite, improvements following certain 
drugs. In still other cases we feel that general 
systemic invasion of the patient by the disease 
was inhibited with a resultant prolongation of the 
life span. 


_The use of one per cent antimony and potas- 
sium tartrate intravenously has brought about 
definite improvement in cases reported by Guy 
and Jacob in 1927° and by Tomlinson and Ban- 
croft in 1928.18 In our series this form of medi- 
cation has been administered in two cases. In one 
patient 5 cubic centimeters of the solution were 
injected intravenously for forty injections, ex- 
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tending over a period of two months. No clinical 
response was noted and the patient died. Our 
second case also received 1 per cent methyl violet 
intravenously. Neither of these medications ap- 
peared to affect the course of the disease. 


Saturated solutions of potassium iodid have 
long been used in treatment of fungoid infections. 
This medication has not shown any beneficial 
effects in coccidioides granuloma, but for want of 
a more specific drug has been used widely. In this 
series of cases it was given internally in ten cases, 
the dosage varying from 10 to 50 minims three 
times daily. This medication was always used in 
conjunction with some other form of therapy. No 
beneficial results were noted, and in the larger 
doses reactions were obtained in the form of skin 
eruptions. It was felt that possibly a greater con- 
centration of the iodids ** internally might inhibit 
further progression of the disease, and so in con- 
junction with the saturated potassium iodid by 
mouth large doses of 10 per cent sodium iodid 
were given intravenously. Two grams of sodium 
iodid were given daily, or on alternate days over 
a period of a month. This therapy was employed 
in four cases. In only one case could improvement 
be noted. This patient is free of symptoms at the 
present time. Sodium iodid has also been given 
by mouth with no apparent beneficial results. 

The therapeutic value of colloidal copper in treat- 
ment of coccidioides was first noted by Jacob- 
son '*?6 in 1927, who described its effect on two 
cases. This form of therapy ** was tried in only 
one of our cases. The copper was administered 
in 5 cubic centimeter doses intramuscularly twice 
weekly. Following a single intravenous injection 
there was considerable systemic reaction, and this 
mode of administration was discontinued. We 
feel that our experience with colloidal copper is 
too brief to justify an opinion as to its value in 
coccidioides. In an effort to further evaluate the 
efficacy of the heavy metals as therapeutic agents, 
we administered intramuscular bismuth in the 
form of “Bismoid.” Intramuscular injections of 
2 cubic centimeters were given twice weekly for a 
period of over twelve weeks, In conjunction with 
the administration of gentian violet the Bismoid 
apparently gave beneficial results. The patient 
receiving the above medication was the Mexican 
female, age twenty-two years, already referred to. 
She developed a draining sinus following a scratch 
of the right thigh with her fingernail while dress- 
ing. Within three months the patient developed 
three other draining sinuses, and a large sub- 
cutaneous abscess. There was no pulmonary in- 
volvement. Large doses of iodids orally and 
intravenously did not apparently affect the course 
of the disease. As noted above, the use of col- 
loidal copper also showed no beneficial results. 
Following this, bismuth was given as stated above 
In addition, 2 per cent gentian violet was used 
locally, and two injections of 15 cubic centimeters 
of 1 per cent gentian violet were given intrave- 
nously. There was noted a slow but gradual im- 
provement. At the present time all cutaneous 
lesions have disappeared, and the patient~is re- 
ceiving no medication other than 10 minims of a 
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saturated solution of potassium iodid three times 
daily. 

Because of the apparent beneficial results of 
intravenous gentian violet in coccidioides noted 
by several writers,’ this form of medication was 
tried in two cases. In the first patient, 12 cubic 
centimeters of a 1 per cent solution were given 
intravenously at weekly intervals for five doses. 
No improvement followed, and the patient died. 
In a second case the administration of 10 cubic 
centimeters of a 1 per cent solution of gentian 
violet intravenously three times weekly, for five 
weeks, together with gentian violet locally, re- 
sulted in definite improvement. The patient, how- 
ever, left the hospital against consent. In a third 
case methyl violet was given intravenously for 
six injections. No improvement was observed. 

Local treatment of cutaneous lesions has been 
as varied as the general therapy. The medications 
applied include the usual antiseptics, various iodin 
solutions, and gentian violet. In our hands gentian 
violet in one-half to three per cent solution has 
been especially efficacious. Following its applica- 
tion, the amount of pus in the individual lesions 
decreases markedly, and if the treatment is per- 
sisted in, complete local healing is frequently 
noted. Incision of local lesions for more adequate 
drainage is in most cases contraindicated. Sec- 
ondary infection soon follows, and there is much 
breaking down of tissue. Open drainage should 
be resorted to only when the overlying skin is 
about to break down. If adequate treatment is 
commenced early, this will not usually be the case. 
Under aseptic precautions a needle should be in- 
serted into the abscess and the pus removed. A 
large bore needle is usually required because of 
the tenacious character of the pus. Following 
aspiration, a somewhat smaller amount of 1 per 
cent gentian violet should be reinjected. On re- 
peated injections the concentration of gentian 
violet may be increased to 3 per cent. The rapidity 
with which the amount of pus decreases, follow- 
ing aspirations, is often quite striking. 

The use of 5 per cent potassium iodid, to which 
iodin crystals have been added to the point of 
saturation as first recommended by H. A. Ball," 
was applied in only one of our cases. This patient 
(Case No. 10) entered the hospital with a drain- 
ing sinus in the left thigh. His brother had died 
about nine months previously of a generalized 
coccidioides (Case No. 18). The solution was 
applied locally as a wet dressing, and within three 
and one-half months complete healing resulted. 
We feel that in this case the organism was of 
low virulence, and the resultant apparent cure was 
possibly due. more to this fact than to a specific 
efficacy of the iodin solution. Further trial of this 
solution, however, would certainly seem indicated. 


SUMMARY 


Eighteen cases of coccidioides granuloma are 
presented and discussed under the headings of 
diagnosis and treatment. The salient points relat- 
ing to history, physical examination, and labora- 
tory findings are given, with special emphasis 
toward early diagnosis. The treatment of cocci- 
dioides granuloma is considered under the general 
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subdivisions of general therapeutic measures, spe- 
cific medication, and local treatment. Our results, 
following the application of the various types of 
medication now in use, are noted. Local treatment 
by closed aspiration and the use of gentian violet 
is emphasized. 

CONCLUSIONS 


1. Coccidioides granuloma is a more common 
infection than generally realized. 

2. The similarity in the onset and course oi 
both coccidioides granuloma and tuberculosis is 
noted, and the salient points in the differential 
diagnosis emphasized. 

3. The usual findings in physical examination 
of these patients is presented. 

4. The physical and growth characteristics of 
coccidioides immitis are noted, and the various 
laboratory aids which. facilitate diagnosis are de- 
scribed. 

5. A review of the medications applied in this 
series of eighteen cases is presented, with the 
results obtained in the use of each. It is suggested 
that the results from bismuth, colloidal copper, 
and gentian violet warrant their further trial. 

6. In the local treatment of the abscesses it has 
been found advisable to use a closed method wher- 
ever possible. Gentian violet irrigations, in from 
one to three per cent, have in some cases given 
very satisfactory results. 

General Hospital of Fresno County. 
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DISCUSSION 


K. F. Meyer, Ph.D. (Hooper Foundation for Medi- 
cal Research, San Francisco).—The valuable report 
by Doctors Sorsky and Nixon stresses again the occu- 
pational character of coccidioidal granuloma. What- 
ever may be the definition of “occupational disease,” 
it is unquestionably true that the humble, and yet the 
most important of all laborers, the tiller of the soil, 
is exposed to this blastomycotic infection which, by 
reason of his occupation, constitutes a hazard. The 
epidemiological studies summarized in 1931 by Beck 
(State Department of Public Health, Special Bulletin 
57, p. 19), suggested the soil and the vegetation as the 
probable sources of the fungus infection. The peculiar 
geographic distribution of coccidioidal granulomas, 
both in man and animals, to the central and southern 
sections of the State, supports this contention. Since 
the customary bacteriologic technique failed to demon- 
strate the organism in a great variety of soil speci- 
mens, Stewart and Meyer (Proceedings of the Society 
of Experimental Biology and Medicine, 29:937, 1932), 
devised a method to concentrate the fungus spores. 
In the earth collected around the sleeping quarters 
at a ranch near Delano, Kern County, where four 
cases of granuloma had been observed among the 
Filipino working crew, the mold was demonstrated. 
The guinea-pigs inoculated with the specially pre- 
parel soil sediment developed typical generalized in- 
fections. Similar studies in other parts of the State 
appear desirable. In fact, a renewed investigation of 
the cause of coccidioidal granuloma is imperative, in 
view of the brilliant researches by Floriano de Al- 
meida in Brazil (As Blastomycosos no Brazil, Annaes 
da Faculdade de Medicina de Sao Paula, 1X, pp. 1-97, 
1933, English Summary). According to this investi- 
gator, two additional forms of blastomycosis have 
been recognized: ‘“Pseudococcidioides mazzai,” first 
observed by Mazza and Parodi in a case of laryngeal 
fungoidal disease, and “Paracoccidioides braziliensis.” 
Based on careful studies, de Almeida showed that the 
double contoured capsules contain small spores and 
peculiar peripherally arranged chromatin masses. The 
colonies form aerial hyphae. His findings have been 
confirmed by Weidman and others, who have seen 
these cultures and the lesions produced in the guinea- 
pigs. Paracoccidioidal granuloma is widely distributed 
in Brazil—a total of 257 cases (228 males) having been 
recognized. It has been described as a malignant 
lymphogranulomatosis, accompanied by extensive in- 
volvement of the liver, spleen, and intestines. Since 
the portal of entry of the mold is doubtless the buccal 
cavity, lesions on the tongue, tonsils, and pharynx are 
by no means uncommon. The reasonableness of the 
theory that the North American coccidioidal granu- 
loma may be caused by a group of molds rather than 
by a single species should not be ignored. In future, 
inquiries should also be directed toward an elucidation 
of the underlying factors of susceptibility and resist- 
ance to blastomycosis. The problem of allergy, the 
character of the cellular elements in the immune re- 
action, deserves the attention of those who have access 
to clinical and pathological material. 


* 


Emmet Rrxrorp, M. D. (1795 California Street, San 
Francisco).—It is of great interest to me, of course, 
to note the amount of work that has been put upon 
the subject of coccidioidal granuloma in recent years. 
Doctors Sorsky and Nixon have given in this paper 
an excellent and very complete discussion of the 
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clinical aspects of this disease. They have also given 
something of a bibliography, but a much fuller bibli- 
ography is published in Special Bulletin No. 57 of the 
California Department of Public Health, 1931, and 
since 1931, a number of articles have appeared, and 
much work has been done on the biology of the 
organism. For example, it has been known for some 
years that the organism in spherical form is found 
occasionally in cattle and sheep; and we know from 
our early experiments that it will grow in other ani- 
mals. I personally succeeded in inoculating a dog 
in 1894, recovered the organism from his lesion six 
months later, and others have successfully inoculated 
guinea-pigs and other animals. We long ago sug- 
gested and expressed the hope that the organism 
would be found in nature (soil or decaying organic 
matter) as a mold. 


Perhaps the most important recent finding, how- 
ever, is that of R. A. Stewart of the Bacteriological 
Department of the University of California, who suc- 
ceeded in finding the organism in the door-yard soil 
of a farm near Bakersfield, from which a number of 
human cases had come (Proceedings of the Society of 
Experimental Biology and Medicine, May, 1932). In ordi- 
nary culture media, and apparently in soil, the organ- 
ism is a mold. 


The name is somewhat unfortunate because it means 
“resembling coccidia,” which are protozoa (animal 
organisms). In studying our first case (1893), we 
thought the organisms were protozoa, related to cocci- 
dia. However, we sent the material to Doctor Welch 
of Johns Hopkins University, where much work was 
done on it by the late Dr. T. C. Gilchrist (Johns Hop- 
kins Hospital Reports, 1896), who in turn sent the 
material to Doctor Stiles of the Agricultural Depart- 
ment at Washington, an authority on protozoa, for 
identification; and it is an interesting commentary 
on human frailty in its anxiety to record new things 
without adequate study, that Doctor Stiles admitted 
that he did not know what the organism was, but did 
not hesitate to name it coccidioides. There were two 
forms—C. immitis (savage) and the organism from 
the second case, C. pyogenes, the latter organism 
being different from the first in its larger size, its 
smaller number, and relatively larger spores, arranged 
about a hyaline nucleus. 

I have since learned from Dr. Roscoe Pound, pro- 
fessor of law in Harvard University and a world 
authority on international law, who has, for at least 
one of his hobbies, a very intimate knowledge of these 
primitive fungi, that the second form is not a different 
species, but is simply one of the polymorphous stages 
of the same organism. 

As far as I have been able to learn, only one case 
has since been reported of the organism which was 
present in our second case (Thorne’s)—this by Dr. 
Erwin P. Zeisler of Chicago. Doctor Zeisler’s patient 
died within six months of the time of discovery, in 
spite of a course of treatment with colloidal copper 
and tartar emetic, no visceral involvement being dem- 
onstrated, although no autopsy was done. I mention 
this matter because it may be that there are two 
groups of cases, one the more common, i. e., infected 
with the smaller organism, in which the prognosis is 
not nearly so unfavorable as we originally thought; 
for a number of cases have been cured, some follow- 
ing the administration of various drugs, but probably 
more important than drugs, under supportive treat- 
ment and rest, as in tuberculosis. Moreover, in a 
number of cases there have been demonstrated cured 
lesions in the lungs containing dead capsules of the 
organism, showing that without treatment the natural 
resistance of the body has in some instances con- 
trolled the disease. It may be that in cases in which 
the organism is of the second form, the disease is 
more virulent. Two cases are of course too few to 
warrant any such generalization, but I would urge 
that careful study on future cases be given to this 
aspect of the matter. In Brazil there have been found 
still other forms of a similar organism, producing 
similar lesions. Their biological relations with the 
organism which is in California have not as yet been 
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worked out. One of them, published by Almeida, ex- 
hibited a spherical organism with spores budding off 
from the outside of the capsule, and yet distinct from 
the conventional forms of blastomyces. 

Fig. 2 is a photograph of the original California 
patient, 1893. s 

* 

Wituiam J. Kerr, M.D. (University of California 
Medical School, San Francisco).—This excellent paper 
emphasizes the frequency of the disease in the San 
Joaquin Valley, and suggests the probable source of 
the infection in the soil. In our State, where we are 
coccidioides-minded, the disease is frequently and 
justly suspected. However, the diagnosis is still missed 
when cutaneous or pulmonary symptoms exist alone, 
or where the meninges are affected. In some cases 
the double contoured sporulating bodies in the spinal 
fluid may be mistaken for red or white blood cells 
when the examiner does not take into account the 
large size of the objects. We have had some difficulty 
in demonstrating the organisms in the discharges 
when tissue from the wall of the sinus showed them 
in stained sections. The use of tartar emetic should 
be advised during the early stage of pulmonary in- 
volvement. We have tried vaccines, but without any 
striking success. Drainage of the abscesses may give 
temporary relief of symptoms, but at present the out- 
come is quite hopeless when there is dissemination of 
the infection. 


» 
Ce 


Doctor Sorsky (Closing).— The authors desire to 
express their appreciation to Doctors Rixford, Meyer, 
and Kerr for the very interesting discussion they have 
added to this paper. 


HYPERTENSION ASSOCIATED WITH 
UVEITIS* 


By Morte Frepertck WeyMann,? M.D. 
Los Angeles 


Discussion by William A. Boyce, M.D., Los Angeles; 
Allen Dickey, M.D., San Francisco; Helen E. Preston, 
M.D., Los Angeles. 


HIS rather informal discussion will deal 

mainly with a summation of personal experi- 
ence in the treatment of the topic under dis- 
cussion, rather than give an exhaustive survey of 
what has already been written. The experience 
and criticism of those who have used similar or 
other methods of treatment are to be courted for 
the purpose of sifting out the best measures possi- 
ble in the care of this condition. 


“cc 


THE TERM “CHRONIC UVEITIS” 


The term “chronic uveitis” is used here in the 
sense of a mild chronic inflammation of the an- 
terior uveal tissues—that is, the iris and ciliary 
body. In early stages the subjective symptoms 
may be so slight as to be scarcely noticeable. 
There is little conjunctival or ciliary injection; 
there is discomfort rather than pain, and the first 
symptoms may be only a slight blurring of vision. 
The etiologic factors underly: ing the type of uveitis 
which may be accompanied by hypertension come, 
for the most part, under the heading of tubercu- 
losis, syphilis, and the focal infections. 
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It is not uncommon to find that an eye affected 
with chronic uveitis and secondary hypertension 
carries the diagnosis of chronic simple glaucoma. 
This error occurs because the quietness of the 
inflammation gives a lack of those signs commonly 
associated with iritis. The one certain method of 
making a proper diagnosis in these cases is the 
use of the biomicroscope. It is wise to examine 
the posterior surface of the cornea and the con- 
tents of the aqueous with this instrument in all 
cases of increased intra-ocular tension, and par- 
ticularly in younger individuals. 

Where a chronic uveitis exists in its very early 
stages, one finds an increased aqueous flare, a few 
cells, which are lymphocytes, slowly moving in 
the convection current of the aqueous, and often 
a slight edema of the endothelium of the cornea. 
These lymphocytes appear as white shining points 
in the beam of the slit-lamp, and should not be 
confused with the golden-brown pigment cells 
which are often a normal senile finding, or which 
appear in the later healing stages of uveitis. As 
the process progresses, these inflammatory cells 
become more numerous and begin to settle out as 
precipitates on the posterior surface of the cornea 
in the familiar lower triangular segment. These 
early precipitates have a white, somewhat fatty 
appearance, but later become flecked with pigment 
as the pigment cells migrate into the aqueous and 
also settle out. As healing takes place, the whitish 
portion of the precipitates absorb during the same 
period that the lymphocytes disappear from the 
aqueous. At this stage numerous pigment cells 


are still present in the aqueous and may not vanish 
for many months. 


WHEN HYPERTENSION APPEARS IN 
CHRONIC UVEITIS 


It is usually during the early stage of a chronic 
uveitis that one encounters hypertension. The 
pupil is somewhat wider than normal, and not 
spastic as in acute or subacute iritis. In the lighter 
cases the pupil is active to light and there is not 
much tendency toward posterior synechia forma- 
tion ; although where the infiltration becomes more 
severe and ‘cells in the aqueous more numerous, 
posterior synechia may tend to form. 

With the diagnosis of hypertension and chronic 
uveitis established by means of the biomicroscope 
and tonometer, it becomes necessary to determine 
the etiologic factor of the uveitis. In younger 
individuals tuberculosis should always be first con- 
sidered. After a patient has had a general physi- 
cal examination to make certain there are no 
active pulmonary foci, and for the purpose of 
locating any other foci of infection, diagnostic 
tuberculin tests are made with Koch’s old tuber- 
culin. From the physical findings, the Wasser- 
mann test and tuberculin test was gained an idea 
as to the underlying etiologic factor in about 
80 per cent of cases. In the others empirical 
measures must be resorted to as described later. 


LOCAL TREATMENT 


The local treatment must be directed at control 
of the hypertension without, if possible, increas- 
ing the severity of the uveitis. If the uveitis is 
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sufficiently severe to provoke the formation of 
posterior sy nechia, it is necessary to dilate the 
pupil to prevent this development. Glaucosan and 
the stronger solutions of adrenalin are no longer 
used by me because of their severe reaction, and 
because the following procedures have been found 
satisfactory. A few drops of adrenalin placed on 
a piece of cotton and tucked into the upper fornix, 
after anesthetization with holocain or butyn, will 
produce a dilatation of the pupil and a diminution 
in tension which will last from several hours to 
one day. This is the method described by Gradle. 
The dilatation thus produced is sufficient to break 
posterior synechia. As an alternative method the 
placing of an ophthalmic disk of “Epinin,” a 
3urroughs and Wellcome synthetic suprarenalin, 
in the conjunctival sac will be found efficacious 
in dilating the pupil and reducing the tension. 
These tabloids contain seven and one-half milli- 
grams of the active drug. It has not been advis- 
able to keep the pupil permanently dilated with 
homatropin or atropin, because of the great tend- 
ency in these eyes toward the formation in the 
angle of anterior synechia when the pupil is widely 
dilated. When this occurs the eye is usually lost 
through a gradual increase in tension which re- 
sponds to no treatment. As the tension subsides, 
a 2 per cent solution of euphthalmin, used three 
times daily, will control a tendency toward syne- 
chia formation without dilating the pupil suff- 
ciently wide to allow anterior synechia formation 
to take place. 

If the tension is not lessened by the adrenalin 
packs or epinin disks, one should not hesitate to 
use repeated paracentesis of the anterior chamber 
for this purpose. In addition to mechanically 
lowering the tension, paracentesis favors healing 
by permitting fresh proteolytic substances to enter 
the anterior chamber from the blood stream to 
hasten resolution of the cells and precipitates 
present there. Early iridectomy is indicated even 
in the face of an active uveitis, if both para- 
centesis and the adrenalin do not control the 
hypertension and produce a favorable turn in the 
progress of the disease. Many eyes are undoubt- 
edly lost because iridectomy is postponed too long. 
Certain of the French writers have suggested tre- 
phining as a more satisfactory and more perma- 
nent method of lowering the tension, but I have 
found iridectomy adequate in my cases. 

The application of dry heat in ten-minute 
periods, from three to six times a day, has been 
of marked benefit. This can easily be done by 
having the patient hold a 40-watt light globe at- 
tached to an extension cord close to the affected 
eye, which is protected from the light by a piece 
of flannel. The altherm eye-pad which has re- 
cently been described, and which furnishes heat 
by the change of its contents from a fluid to a 
crystalline state, should also serve this purpose. 
It is obtained from Meyrowitz in New York. 
Where other measures fail, or as an adjuvant, a 
20 per cent erythema dose of x- ray, particularly 
in the tuberculous type of uveitis, may have a 
beneficial effect upon the tension and the uveitis. 


It should only be repeated at from three- to six- 
week intervals. 
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GENERAL TREATMENT 


So far as getting a permanent cure of the uveitis 
which is causing the hypertension is concerned, 
the general measures are of even greater impor- 
tance than the local ones. The general hygiene 
of the patient should be carefully regulated. Suffi- 
cient food should be taken so as not to permit a 
loss in weight. If necessary, a glass of half milk 
and half cream should be added to the diet be- 
tween meals. Any tendency toward constipation 
should be eliminated. The importance of a full 
night’s rest should be emphasized, and a two-hour 
rest period in the reclining position every after- 
noon is of advantage. Where tuberculosis is the 
cause of the uveitis, tuberculin therapy has proved 
of benefit. The empirical use of ten grains of 
sodium salicylate three times daily after meals is 
worth while, for in many cases it seems to help. 
Naturally foci of infection should be eliminated, 
but if the hypertension is being controlled by other 
measures it is better not to disturb active foci 
of infection until the eye is quiet. Foreign pro- 
teins which produce a violent reaction have been 
found detrimental in many cases, but nonirritat- 
ing stimulants to leukocytosis such as omnadin 
(Metz) have been used with benefit. 


IN CONCLUSION 


From the above it may be seen that to treat 


the hypertension, one must also treat the uveitis. 
Therefore it has been impossible to avoid digres- 
sion at times into the field of uveitis, to the ap- 
parent neglect of the subject under discussion, 


hypertension. The two points which need most 
to be emphasized are the avoidance of overlooking 
the existence of a chronic uveitis, where hyper- 
tension exists, in order not to make the erroneous 
diagnosis of chronic simple glaucoma; and the 
avoidance of delay in resorting to operative pro- 
cedure, such as paracentesis or iridectomy, when 
other measures fail to control the hypertension. 
2007 Wilshire Boulevard. 


DISCUSSION 


WituiaM A. Boyce, M.D. (1210 Roosevelt Building, 
Los Angeles).—Doctor Weymann has given us a very 
excellent presentation of chronic uveitis with hyper- 
tension. While he urges a thorough examination to 
find the focus of infection, if possible, he further states 
that if the hypertension is being controlled with other 
measures, it is better not to disturb the active focus 
of infection until the eye is quiet. In this I disagree, 
as I feel it is best to remove this focus as soon as 
possible, since frequently this is all that is necessary. 

It may be quite true that a great many of these 
are due to tuberculosis, but it is very hard to demon- 
strate that they are. I often wonder, in the adminis- 
tration of tuberculin in these cases, whether or not 
you get the specific effect from the tuberculin or if 
you get the foreign protein effect. 


In the measures to correct the hypertension I also 
disagree with Doctor Weymann regarding the iridec- 
tomy. Personally I have had very few good results 
from an iridectomy in cases of this kind and, in fact, 
it is seldom that any one operation will suffice. I 
would much prefer a trephine, repeated if necessary, 
which is frequently the case; or to do a trephine as 
the first operation and if this isn’t successful, to do a 
cyclodialysis. Both the trephine and the cyclodialysis 
can be repeated several times. 
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I do not know of any condition about the eye that 


is more unsatisfactory to treat than this type of 
uveitis. 


@ 
oe 


C. Atvten Dickey, M.D. (450 Sutter Street, San 
Francisco).—There are few diseases so disconcerting 
to the oculist as uveitis with hypertension. Fortu- 
nately, this is not a very common condition. 

As an aid in the diagnosis I would like to emphasize 
the importance of taking the tension with a tonometer 
repeatedly, and of a thorough slit-lamp examination. 
In many cases the etiology is obscure, as it is difficult 
to evaluate one’s findings; for example, a questionable 
positive tuberculin and also evidence of focal infection. 
Tuberculin therapy has been rather unsatisfactory in 
our experience, although we have not used the newer 
forms of tuberculin M A 100 and the A. O. vaccine. 


I would like to mention two cases in which the 
treatment differed. In the first we attempted to con- 
trol the disease with alternate constriction and dilata- 
tion of the pupil, using pilocarpin and suprarenin. 
However, synechiae formed and we had some diffi- 
culty in breaking these. The condition continued in 
spite of all therapy, both local and general. 

In the second case, after the usual treatment had 
failed, we elected to do an iridectomy; and following 
this the patient has had only one temporary increase 
in tension, and the uveitis has subsided, with constant 
dilatation of the pupil. 

While the lesser of two evils appears at first to tem- 
porize with medical treatment, I feel that rather thor- 
ough dilatation of the pupil is advisable; and if the 
hypertension continues in spite of the usual treat- 
ment, including paracentesis, then an iridectomy is 
the procedure of choice. 

Doctor Weymann is to be congratulated on his pres- 
entation of this subject. 


» 
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Heten E. Preston, M.D. (1136 West Sixth Street, 
Los Angeles).—We are indebted to Doctor Weymann 
for clarifying the methods of diagnosis and treatment 
of a condition which may well be extremely puzzling. 
It has been my privilege to observe and study a 
number of cases such as he describes, at the Los An- 
geles County Hospital, treated by a variety of 
methods. 


It may be of interest to present here a case whose 
management resulted in an entirely satisfactory con- 
clusion. It was difficult to distinguish between a 
chronic or subacute primary glaucoma, and the hyper- 
tension secondary to a uveitis, which we are consider- 
ing here. A slight blurriness of vision, excess lacrima- 
tion, and mild achiness had existed for six months. 
A very mild conjunctival hyperemia was present. The 
pupil was slightly larger than the unaffected eye, but 
reacted to light. The tension was 44 millimeters. 
hg. (Schiotz), and, most important of all, there were 
pigment deposits on the anterior lens capsule. 


Miotics did no good in reducing the tension, 
whereas the use of adrenalin, either by pledget or by 
subconjunctival injection (3 minims), and of homatro- 
pin, was able to control it fairly well for a number of 
weeks. A field defect was beginning, and so operation 
was decided upon. A cyclodialysis was performed in 
January, 1934, by Professor Anton Elschnig, during 
his demonstration clinic in Los Angeles. The eye has 
been pe: ‘ctly quiet since, with normal tension and 
normal yn. 

Of cc..se conclusions cannot be drawn from the 
outcome of a single case, but I feel that this pro- 
cedure, if the full details of the Elschnig technique 
are observed, is a valuable one. Unless the inflam- 
matory character of the disease is very pronounced, 
I do not believe that the trauma to the ciliary body is 
severe enough to make trouble. It is not- meant to 
suggest this as a complete substitute for iridectomy, 
paracentesis, or trephine, but as a companion to these 
procedures, among which a choice is to be made. 
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COMPULSORY HEALTH INSURANCE* 


By Freperick L. HorrMan, LL.D. 
Philadelphia, Pa. 


x 


HE available evidence is overwhelming that 

the effect of compulsory health insurance on 
the German medical profession has been little 
short of disastrous. The literature on the ques- 
tion, mostly in the German language, is as im- 
pressive as it is often pathetic in its pessimism 
regarding the outlook for far-reaching reforms. 
As has been well said in an article in Science ot 
October 12, 1934: “The medical profession in 
Germany has fallen into disrepute.” .. . and “If 
present conditions are allowed to continue much 
longer, medicine will sink into a bog of absolute 
inefficiency.” 

THE TRAGIC ASPECT OF PANEL PRACTICE 


In an extended article on the admission of 
physicians to panel-practice, by the Berlin cor- 
respondent of the American Medical Association 
(The Journal of the American Medical Assocta- 
tion, August 16, 1934), the tragic aspects of the 
present situation are painted in gloomy colors. 
The profession is no longer free and independent, 
but the football of politics and political regimen- 
tation. Truly Bismarck was right when, in 1883, 
he observed that the establishment of compulsory 
health insurance was a step in the dark, and since 
then no modern Moses has been forthcoming to 
lead the bewildered profession into realms of 
security and undisturbed scientific advances typi- 
cal of the golden days of freedom. 


REASONS FOR THE IMPROVEMENT IN MEDICAL 
CARE IN GERMANY 


Unquestionably, the situation as regards the 
medical care of the German people in the early 
eighties was deplorable, but so it was in every 
other highly industrial and highly urbanized 
country the world over. The death rate in most 
countries fifty years ago was between 25 and 30 
per 1,000. A frightful toll was exacted by fatal 
epidemic diseases which, since that time, thanks 
to the progress of medicine and social well-being, 
has been reduced to negligible proportions in all 
but a few large and essentially primitive areas. 


LATEST GERMAN STATISTICS ON COMPULSORY 
SICKNESS INSURANCE 


The latest available figures for compulsory 
health insurance in Germany are for 1931. During 
that year the total membership in compulsory sick 
funds was 20,616,000, and these persons expe- 
rienced 7,497,000 cases of sickness, representing 
213,437,000 days of sickness. The total income 
of the funds was 1,607,834,000 marks, while the 
total outgo is given in the following table: 
"One of a series of articles on compulsory sickness in- 
surance written for CALIFORNIA AND WESTERN MEDICINE 
by the well-known consulting statistician, Frederick 1. 
Hoffman, LL.D. Articles in this series were printed in 
previous issues as follows: I, in April, page 245; II, in May, 
page 361; III, in June, page 411; IV, in July, page 33; V, in 
August, page 114; VI, in September, page 177; VII, in 


October, page 262; VIII, in November, page 323; IX, in 
December, page 398. 
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TABLE 1.—Expenditures of German Sickness Fund, 1931 


—= = 


Marks 
383,604,000 
90,366,000 
188,619,000 
276,207,000 
18,567,000 
389,599,000 
25,181,000 
98,536,000 
19,694,000 
158,632,000 


Medical attention 

Dentistry , 

Medical appliances, ‘etc... meaeathaameaerinapebausseiecranenenes 
Hospital and institution | care. 

Other material aid to patients. 

Cash benefits 

Other cash to patients 

Maternity benefits... 

Funeral benefits 

Administration 


ce eainiaianlscs poi osbiorkaiicemiemmcreoay 1,649,005,000 


Thus it is shown that the German sickness 
funds represent a truly colossal financial under- 
taking involving an enormous bureaucratic ma- 
chinery entering into every aspect of everyday 
life. To the insured, the money support is the 
major matter of interest; and this depends, of 
course, upon the medical certificate of incapacity 
for work. Since there is a certain amount of free- 
dom of choice in the selection of doctors, those 
who are the most ready to give certificates on 
the slightest pretense of illness have a larger 
patronage and public support. The really con- 
scientious physician who tries to save the fund 
from fraud has a hard time. The literature on the 
subject contains countless expressions of resent- 
ment at the indignities to which the profession 
is exposed in its efforts to deal honestly and 
fairly with the different parties interested in an 
economic administration. The most impressive 
expression of medical opinion is that of Dr. Erwin 
Liek of Danzig, who time and again has voiced 
the principal objections to the existing condition 
in unmistakable language. 


COMPARISON OF MORTALITY STATISTICS FOR 
GERMANY AND THE UNITED STATES 


In 1929, Doctor Liek published a booklet on 
social insurance and public health, from which I 
will quote some of the most important statements. 
Liek first calls attention to the problem of public 
health in Germany, as measured by an increase 
in the average expectation of life from twenty 
years in the seventeenth century, to thirty years 
in the eighteenth century, to forty years by 1870, 
to fifty years by 1910 and to sixty years at the 
present time. He states that the death rate in 
Germany declined from 29.6 per 1,000 in 1871 to 
11.6 in 1928; but a similar decline has taken 
place in nearly every country under modern 
public health administration without reference to 
any social insurance which cannot rightly claim a 
predominating share in the results achieved. In 
the United States, for example, in 1933, the death 
rate for the entire country was 10.7 per 1,000 of 
population, or the lowest on record, and lower 
than that of Germany and England and Wales at 
the present time. In other words, our own public 
health progress has been as great, if not greater, 
without health insurance than that of Germany, 
and certainly so in many matters of important 
detail, such as the suppression of typhoid fever, 
diphtheria, etc. 


COMPULSORY HEALTH INSURANCE—-HOFFMAN 109 


SOME DEPLORABLE RESULTS FROM COMPULSORY 
SICKNESS INSURANCE 

Liek is of the opinion, quoting an expression 
at the German Surgical Conference in 1928, that 
the insured has lost the desire to get well, and is 
very often opposed to remedial measures which 
would cause a loss of the money benefits payable 
under health insurance. He also expresses the 
opinion that higher wages and good housing con- 
ditions are much more important for the general 
population than health insurance, which squanders 
enormous sums of money that could be used for 
much more important health-promoting purposes. 
He calls attention to the fact that frequency and 
duration of sickness under health insurance in- 
creases, while the contrary should be expected. 
In Germany, at that period, every insured person 
was sick, on the average, twice a year, and every 
second insured was reported sick and incapacitated 
for work! 

In Aachem, a Doctor Webber, director of the 
local sickness fund, reported in 1928 that, of one 
thousand insured only sixty-five failed to make 
use of the sick fund “during the year. He made 
the statement at the time that thirty-five million 
insured paid four times as much for medicine as 
thirty million not insured. He quotes the Federal 
Health Department as having determined that 
the average sick fund patient required three times 
as much medicine as the private patient. 


COMPULSORY SICKNESS INSURANCE MAKES FOR 
MORE ALLEGED SICKNESS 


Liek estimates, on the basis of existing data, 
that sickness-frequency among non-insured is 
about 20 per cent annually, while that of the 
insured exceeds 200 per cent. In brief, he main- 
tains that every new insurance provision, and 
every new clinic or institution, is merely a means 
of increasing alleged sickness among the German 
population. He quotes from the Hamburg-South 
America Line reports that they recently estab- 
lished a sickness fund for seamen, and that out 
of 2,800 employees, 60 per cent reported them- 
selves sick during the year while, previous to the 
establishment of the sick fund, only 250 men 
reported themselves sick, or not as much as 10 
per cent. 


Liek likewise quotes from the annual report of 
the Hamburg-American Line that the number of 
sickness cases among its employees was four to 
five times greater under the more liberal pro- 
visions of sickness insurance. He also draws at- 
tention to a remark by Prime Minister Ramsay 
MacDonald, to the effect that the more liberal 
the unemployment insurance, the greater is un- 
employment. 


ROLE OF RHEUMATISM IN SECURING Si 
BENEFITS 


€KNESS 


Abuses too numerous to deal with in detail are 
referred to in various publications, mostly all to 
the effect that the misuses of the system far out- 
weigh its public utility. The waste of medicine 
must be enormous. The principal disease for 
which treatment is required is rheumatism, of 
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which a large proportion is claimed to be false 
pretense. Liek quotes from a treatise by Webber 
that in many sections of Germany from one-sixth 
to one-half of all employees during the year re- 
quire treatment for rheumatism. In marked con- 
trast he calls attention to the comparative rarity 
of rheumatism among uninsured persons. In 
other words, rheumatism is a mere pretense for 
collecting cash benefits during alleged illness of 
long duration, falsely certified as such by easy- 
going attending physicians. 


RELATION OF SICKNESS CLAIMS TO UNEMPLOYMENT 


In 1927, the association for German sickness 
funds printed advertisements in all the leading 
papers under the heading “Parasites and the 
Sickness Fund,” stating that of 7,918,000 insured 
in 1926, 1,259,000 alleged patients or about 16 
per cent, were required to submit to a reéxamina- 
tion. Of these, 198,000 failed to appear before 
the examining physician, but reported themselves 
as well and fit to go to work; 219,000 likewise 
permitted themselves to be determined as being in 
good health, while 293,000, in subsequent exami- 
nations, were found to be fit for employment. 
Of the examined, therefore, 56.5 per cent were 
found to be entirely fit for work and guilty of 
malingering or downright imposition upon the 
fund. If the attending physician is required to 
spend most of his time on such parasites or pre- 
tenders, he cannot make proper allowance for 
deserving patients. The experience is universal 
that during periods of unemployment the demands 
upon the sick fund rise at once, and continue at 
a maximum figure as long as unemployment con- 
ditions remain difficult. 


EXTRA COST RESULTING FROM REEXAMINATIONS 


In consequence of this state of affairs, the 
number of the reéxamined increases from year 
to year, involving additional expense and serving 
no useful medical purpose. In Nuremberg, for 
example, in 1927, of 141,299 insured, more than 
91,000 were required to be reéxamined. Hence, 
an atmosphere of apprehension and mistrust has 
developed and become characteristic of the whole 
system of sickness insurance. The astonishing 
claim is made, on the basis of apparently trust- 
worthy statistics, that two-thirds of the cash 
benefits drawn by members are wrongfully ob- 
tained as the result of malingering, imposition and 
fraud. The only protection the sickness fund has 
against such imposition is reéxamination of pa- 
tients, with the result, as stated; but the members 
of the sick fund are determined to derive some 
benefit from their contributions, properly or 
improperly as the case may be. 


INCREASING COMPLEXITY OF 
NESS INSURANCE IN 


COMPULSORY 
GERMANY 


SICK- 


From year to year sickness insurance in Ger- 
many has grown more complex, and rules and 
regulations have become enormously complicated. 
While in Norway sickness insurance laws consist 
of forty-four paragraphs or sections, in Switzer- 
land of forty-two, in Belgium of sixty-four, those 
of Germany consist of 372. Hence the conclusion 
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that the intricacies of this bureaucratic machinery 
have established an impossible undertaking, and 
that the chief objective of proper medical care oi 
the insured is lost sight of. According to Liek, in 
1928 social insurance in Germany cost 5,245,000,- 
000 gold marks compared with 1,037,000,000 in 
1913. It is said that at the present time there are 
4,500,000 insured annuitants, aside from 1,500,000 
entitled to annuities because of the war; and ac- 
cording to a statement at a recent medical meeting 
in Germany, one in every seven of the adult 
population is an annuitant. In Danzig, at the 
present time, it is estimated that every two fami- 
lies at work support a third family out of work. 
or alleged to be ill. 


COMPULSORY SICKNESS INSURANCE INCREASES 
RATHER THAN DECREASES CLASS ANTAGONISMS 


Brought into existence to overcome Socialist 
agitation and to give aid and comfort, the Social- 
ists who, at the beginning, were opposed to the 
system, are now its strongest advocates. Instead 
of diminishing class antagonism, it has gone far 
to increase it, while the workman has obtained a 
totally false conception of the system, now looked 
upon as a general social welfare institution with- 
out economic principles based on sound economic 
laws and past economic experience. Politics enter 
into the system, and benefits promised or paid are 
the spoils of the different political parties, all 
bidding for support of the insured on the ground 
of further benefits unearned and undeserved. This, 
of course, has reference to the situation previous 
to the establishment of the Hitler régime, which 
may possibly bring about reforms on a large scale 
by mere fiat and dictatorship. 


EFFECT OF COMPULSORY SICKNESS INSURANCE ON 
THE SPIRITUAL LIFE OF A PEOPLE 


What Liek deplores most is the disastrous effect 
of compulsory health insurance on the spiritual 
life of the German people. It has corrupted the 
German mind, to an appalling degree of obtuse- 
ness, to sound principles in political and social 
relations. The aim is to get all the benefits pos- 
sible out of the system irrespective of the effect 
on the national budget. Increased contributions 
are resented, and the chief burden is shifted to 
the employer on the one hand and the taxpayer 
on the other. 


WHY INSURED PERSONS PREFER TO REMAIN 
INVALIDS 


It is the consensus of qualified medical opinion 
in Germany now that the insured person is much 
more difficult to treat than the uninsured, who 
desires to get well while the insured prefers to 
remain an invalid as long as his annuity or sick 
benefit continues. In acute diseases, it is said that 
in the case of the uninsured, two weeks of treat- 
ment suffice, while it has required from four to 
six weeks for treatment of the compulsory in- 
sured. Hence, the astonishing conclusion that 
the desire to get well is wanting among the in- 
sured, who become accustomed to a parasitical 
dependence upon unearned benefits derived from 
sick funds on one pretense or another. 
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IN GERMANY THE INSURED PERSON AND THE PHYSI- 
CIAN ARE BOTH IN BONDAGE TO THE GOVERN MENT 


I conclude these observations on the German 
situation with a statement recently published in 
the Philadelphia Daily News by H. R. Knicker- 
bocker, a well-known foreign correspondent. He 
gives the following table of taxes, dues and con- 
tributions of one sort or another paid by the 
German workman at the present time out of a 
slender income which, in seven hours, is said to 
produce a wage only equivalent to that earned in 
the United States for the same kind of labor in 
two hours: 


TABLE 2.—Insurance and Taxes Paid by the German 
Workman Today 





Reichsmark 
Income tax........... 
Old-age insurance. 
Citizens’ tax 
Sickness insurance 
Unemployment insurance... 
Tax for aid unemployment... 
Bachelor tax 
German work-front dues..... 


Thus the wage earner is in bondage to the 
government as much as is the insurance physician, 
and both are confronted with an apparently hope- 
lessly confused problem which only a social revo- 
lution can possibly change. 


THELUREOF MEDICAL HISTORY™* 


THE INFLUENCE OF CLAUDE BERNARD ON 
MEDICINE IN THE UNITED STATES 
AND ENGLAND‘ 


By J. M. D. Otmstep, Ph.D. 
Berkeley 


I 


URING the nineteenth century no medical 

student in the United States felt that he had 
really completed his studies until he had visited 
the hospitals and laboratories of Europe. It has 
been suggested that on account of the bitter feel- 
ing towards England after the Revolutionary 
War, and especially after the War of 1812, few 
of these young physicians cared to study in Eng- 
land. It was Paris that attracted them, and this 
in spite of Claude Bernard’s complaints regarding 
the poor facilities for medical research in France, 
and his covetous glances at the well-equipped lab- 
oratories of Germany. 


When Bernard came to Paris in 1834 as a 
youth of twenty-one and abandoned a literary 


*A Twenty-Five Years Ago column, made up of excerpts 
from the official journal of the California Medical As- 
Sociation of twenty-five years ago, is printed in each issue 
of CALIFORNIA AND WESTERN MEDICINE. The column is one 
of the regular features of the Miscellany Department of 
CALIFORNIA AND WESTERN MEDICINE, and its page number 
will be found on the front cover index. 
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career to take up medicine, the famous clinician, 
Louis, was attracting students from all over the 
civilized world. Osler names nearly forty Ameri- 
cans, including Oliver Wendell Holmes, who 
crossed the Atlantic to study with this brilliant 
physician during the years 1830 to 1840. Bernard 
did not really become known in the medical world 
until about 1847, when he began to lecture at the 
Collége de France as substitute for Magendie, 
the aging Professor of Medicine. From 1850 on, 
his lecture demonstrations attracted foreign stu- 
dents as had the lectures and clinics of Louis two 
decades before. 


BERNARD'S INTEREST IN THE BEAUMONT 


EXPERIMENTS 


Bernard’s reputation in 1850 is 
letter from an Illinois physician, 
Edwards (who died in 1862), to William Beau- 
mont, the pioneer American physiologist. Ed- 
wards was in Paris and he wrote to Beaumont 
of Bernard’s interest in the experiments Beaumont 
had performed on Alexis St. Martin, and of Ber- 
nard’s desire to know what had happened to St. 
Martin later in life. He said: “Your experiments 
are constantly imitated here by a large number of 
investigating physiologists, among whom M. Ber- 
nard probably stands first.” It is worth while 
adding the comment of Beaumont’s biographer 
“The interest manifested by Bernard evidently 
rekindled the old spark of ambition and zeal, and 
prompted him to reopen correspondence” as to 
the whereabouts of his erstwhile patient, in order 
to get in touch with him for more experimen- 
tation. 

At the time of Bernard’s death in 1878, Austin 
Flint, Jr. (1836-1915), who had met Bernard in 
1861, wrote in the American Journal of the Medi- 
cal Sciences: “He was visited by nearly all physi- 
cians who went from this country to Europe to 
study disease in the hospitals. We now have in 
mind the remembrance of accounts given us by 
old practitioners of medicine of the wonderful 
dexterity in experimentation, of the unvarying 
affability and the patient and kind attention al- 
ways given to strangers by the great French 
physiologist.” 


shown in a 
Willis Green 


BERNARD'S WORK IN ANIMAL EXPERIMENTATION 


One must remember that Bernard was an ex- 
perimental physiologist, not a practicing physician, 
and that his operations and treatments were made 
upon dogs and rabbits, not on human patients. 
Indeed, his insistence upon rigidly controlled ex- 
periment, as the very foundation of medicine, at 
first alienated certain members of the profession. 
Later, however, all were to realize that Bernard’s 
whole life had been spent in an attempt to bring 
medicine nearer to the goal of being a true 
science. 


HIS INFLUENCE ON WEIR MITCHELL, DALTON 
AND DONALDSON 


One of the first young physicians to be pro- 
foundly influenced by Bernard was Silas Weir 
Mitchell (1829-1914), who came to be famous 
not only for his rest cure, but also for his novels 
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and verse. Weir Mitchell’s father was a pro- 
fessor in Jefferson Medical College, Philadelphia ; 
and after the son had graduated from this insti- 
tution in 1850, he spent a year in Paris, returning 
in the fall of 1851. He writes: “I took courses 
designed for surgical training, but I liked better 
the lessons of Bernard in physiology and Robin 
in microscopy. I recall one remark of Bernard’s. 
I said, ‘I think so and so must be the case.’ ‘Why 
think,’ he replied, ‘when you can experiment. 
Exhaust experiment, and then think.’ ”’ Upon his 
return home, Mitchell continued his researches, 
and in 1860 published an article on the venom of 
rattlesnakes. This problem was evidently started 
under Bernard, for the latter was working on this 
subject at the time Mitchell was in Paris, and only 
the year before had given a report before the 
Société de Biologie on the physiological action of 
venoms. In one of his lectures during the winter 
of 1859-1860, Bernard showed his class two 
samples of poison and said, “The properties 
of these poisons have been so well studied by 
M. Mitchell of Philadelphia.” 


This same year, another youth, whose obituary 
notices were to be written by Weir Mitchell half 
a century later, came under the spell of Bernard’s 
teaching. John Call Dalton (1825-1889), received 
his M. D. from Harvard in 1847, and taught 
physiology for a year in Boylston Medical School 
(Boston), then at Buffalo, before going to Paris 
in 1850. When he returned to Buffalo and later, 
when he became professor of physiology in the 
College of Physicians and Surgeons in New York 
City, he showed that he had brought back with 
him not only the spirit of Bernard’s teaching but 
also the method ; for it is claimed that he was the 
first in this country to teach physiology by vivi- 
section. When Bernard began to publish his lec- 
tures in 1855, it was Dalton who reviewed the 
first volumes in the American Journal of the 
Medical Sciences, prefacing the review with the 
following statement: “It may be truly said that 
M. Bernard has inaugurated a new epoch in ex- 
perimental physiology. He has first placed the 
science on its true footing, and has indicated the 
only true course, that of experimenting on living 
or recently killed animals.” In 1867 Dalton made 
a gallant defense of this method of arriving at 
the facts of physiological science in a pamphlet 
published under the auspices of the New York 
Academy of Medicine and entitled, “Vivisection : 
what it is, and what it has accomplished.” In it he 
cites certain experiments of Bernard’s. It might 
also be mentioned that Dalton’s Treatise on Hu- 
man Physiology, the first edition of which ap- 
peared in 1859, went through many editions, and 
in the 1880’s was the most widely used textbook 
on the subject in the United States. Needless to 
say, description of Bernard’s experiments occupies 
several pages, and in one place is accompanied by 
the remark, “the most important of which (7. e., 
Bernard’s experiments) we have repeatedly 
confirmed.” - 


A third young American in Paris at this time, 
Francis Donaldson (1823-1891), who obtained 
his M. D. from the University of Maryland in 
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1846, sent back to the United States a digest of 
Bernard’s lectures of 1850-1851. This was pub- 
lished at once in the American Journal of the 
Medical Sciences. Donaldson also was particu- 
larly impressed by the demonstrations on living 
material. He wrote: “It was curious enough to 
see walking about the amphitheatre of the Col- 
lege of France dogs and rabbits, unconscious 
contributors to science, with five or six orifices in 
their bodies from which, at a moment’s warning, 
there could be produced any secretion of the 
body, including that of the several salivary glands, 
the stomach, the liver and the pancreas.” 


RECORD OF BERNARD'S WORK IN THE 
LITERATURE 

Because many of the quotations above are 
taken from one American medical journal, the 
American Journal of the Medical Sciences, it 
must not be thought that it was the only one to 
report Bernard’s lectures and discoveries. The 
following is a quotation from the Paris letter of 
the foreign correspondent, A. B. Hall, to the 
Boston Medical and Surgical Journal for Novem- 
ber, 1853: “The lessons given at the College of 
France, during the summer session of 1853, by 
M. Claude Bernard, suppliant of M. Magendie, 
were exceedingly interesting. I will give you 
some of his remarks upon gaseous absorption.” 


The letter ends, “But more anon. Respectfully, 
A. B. Ei.” 


Abstracts in medical journals, therefore, gave 
American physicians access to Bernard’s latest 
researches, but one young man, Walter F. Atlee 
(1828-1910), M. D., University of Pennsylvania, 
1850, after attending Bernard’s lectures on blood 
in 1853-1854, felt that these lectures should be 
made known to the profession in extenso. He 
therefore asked permission to publish his notes 
on his return to Philadelphia. The book appeared 
in 1854. He evidently made few changes in his 
notes, for they read as if one were listening to 
Bernard talking. Sometimes the English is a 
literal translation of the French, as, “in summer 
when destruction marches rapidly”; sometimes 
there are comments, as, “M. Bernard promised 
to make some researches, and to give the results 
before the close of the course, but he never again 
referred to it.” It is an interesting fact that this 
was the first series of Bernard’s lectures to ap- 
pear in book form, and that it should have been 
published in the United States and in English. 


Perhaps better known to American medical 
practitioners than his Legons was the “Treatise on 
Operative Surgery,” in which Bernard wrote in 
collaboration with Ch. Huette in 1848. This work 
was translated into English by William Horne 
Van Buren (1819-1883) ,who came of a long line 
of physicians, his great-grandfather having been 
a pupil of the famous Dutch teacher, Boerhaave. 
He had spent some time in France after his 
graduation in medicine from the University of 
Pennsylvania in 1840, but it is improbable that 
he knew Bernard. Van Buren’s translation ap- 
peared in 1855, and the notice in the American 
Journal of the Medical Sciences, signed E. H., 
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praised it in the following terms: “It is unques- 
tionably the handsomest compendium of operative 
surgery that has yet appeared, and, withal, so 
compactly as well as clearly arranged, that we are 
inclined to think that it may prove even more 
useful than it is ornamental With the best 
wishes for the success of a publication which 
does the highest honour to good taste, enterprise 
and judgment of all concerned, we most cordially 
recommend it as on all accounts worthy of a 
prominent place in every medical library, or on 
every office table.” This book was furnished to 
army surgeons by the United States Government 
during the Civil War. 


OTHER AMERICAN PHYSICIANS WHO STUDIED 
UNDER BERNARD 


During the years 1845-1865, when Bernard was 
most active, there were nearly one hundred 
American physicians whose short biographies in 
Kelly and Burrage’s American Medical Biogra- 
phies show that they continued their medical 
studies by a year or so in France. In only a 
very few instances, however, is it specifically 
stated that the individual actually worked under 
Bernard, but we can add to the list of those 
already mentioned the names of Alfred L. Ken- 
nedy (1818-1896), who was with Bernard in 
1848, immediately after obtaining his M. D. from 
the University of Pennsylvania, and William H. 
Mussey (1818-1882), who graduated from the 
Medical College of Ohio in 1848, and was with 
Bernard in 1851. The American students in 
Paris formed a society which they called the 
American Medical Society of Paris, and Mussey 
was elected its president during the year that he 
was there. 


BROWN-SEQUARD’S RELATION TO BERNARD 


No list of those who brought Bernard’s teach- 
ing to America, however abbreviated, should 
omit the name of that roving genius, Brown- 
Séquard (1817-1894), who moved back and forth 
between France and the United States like a 
shuttle in a loom. Posthumous son of an Ameri- 
can father by a French mother, he had completed 
his medical studies in Paris under the greatest 
handicaps in 1846, and, like Bernard, had at- 
tempted to do experimental work in out-of-the- 
way holes and corners. He is reported to have 
lived in a garret with no stove to alleviate the 
dank chill of the Parisian winter, while hutches 
of rabbits and guinea-pigs contaminated the atmo- 
sphere. Bernard refers to Brown-Séquard as 
one of those physiologists who had to leave 
France because of lack of support in his chosen 
profession. In 1852 he thought he might fare 
better in his father’s native land, and took pas- 
sage in a sailing boat for the United States. He 
purposely chose so slow a vessel in order that the 
length of the voyage might permit him to learn 
English. Under the patronage of distinguished 
physicians in Boston, New York, and Philadel- 
phia, he lectured on the discoveries of Magendie 
and Bernard, and even performed some original 
experiments. He returned to France, but in 1855 
accepted for a short time a professorship at the 
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Virginia College of Medicine in Richmond. Again 
he crossed the Atlantic, only to return.once more 
to hold for a brief three years (1864-1867) the 
professorship of the physiology and pathology of 
the nervous system at Harvard. Unfortunately, 
Brown-Séquard did not remain long enough in 
this country to be instrumental in doing for physi- 
ology here what Bernard was doing for that 
science in France, though he was considered 
worthy to succeed Bernard as professor of medi- 
cine at the College de France in 1878. 
(To be continued) 


CLINICAL NOTES AND CASE 
REPORTS 


SUCTION APPARATUS FOR BLADDER OR 
DUODENAL DRAINAGE 


By H. H. Parsons, M.D. 
Grass Valley 


ANY different kinds of apparatus are in use 

throughout the country for the creation of 
mild continuous suction such as is used in supra- 
pubic bladder or duodenal drainage. They con- 
sist, for the most part, of bottles, old syringes 
and rubber tubing, and very often are makeshift 
affairs, not understood by the nurses, so that the 
surgeons frequently need to refer to diagrams in 
order to construct them. 


In order to overcome these disadvantages, I 
constructed and have used, for the past four years, 
the apparatus described below. It is inexpensive, 
efficient, requires little storage space, and is always 
ready for use. 

It is made from the following parts, and con- 
nections may be provided by soldering or thread- 
ing the various parts, as shown in the diagram: 


A —Hollow brass wire, »; inch outside diameter, 2 inches 
long. 

B —Copper tubing % inch outside diameter, 36 inches long. 

C —Hollow brass wire ;; inch outside diameter, 32 inches 
long. 


C’—Copper tubing 4% inch outside diameter, 10 inches long. 
D —Brass tubing % inch outside diameter, 6% inches long. 
a tubing ™% inch outside diameter, 1% inches 
ong. 
F—Brass “T.”’ 
G-G’—Brass plugs, threaded and shaped as shown in dia- 
gram. 
The parts are assembled and made air-tight by 
soldering, and the tubes B and C may be soldered 


together for rigidity. 

For use, the apparatus is lashed to the upright 
of an irrigator stand, so that the lateral, E, is on 
a level with or below the point to be drained. 
Rubber tubing connects E to the drainage point. 
The intake, A, is connected to an irrigator can by 
means of rubber tubing, and the flow is controlled 
by a Hoffman cutoff. A Murphy drip glass may 
be inserted in the line if desired. Rubber tubes 
are connected to the distal ends of B and C, and 
their free ends immersed in water in separate 
vessels on the floor. 

By filling the irrigator can and partially empty- 
ing the two floor receptacles occasionally, continu- 
ous suction is maintained. 



























































































































Fig. 1.—Diagram of suction apparatus for bladder of 
duodenal drainage. 


A —Hollow brass wire 3; inch outside diameter, 2 inches 
long. 

B —Copper tubing % inch outside diameter, 36 inches long. 

C —Hollow brass wire 3 inch outside diameter, 32 inches 
long. 

C’—Copper tubing 4 inch outside diameter, 10 inches long. 

D —Brass tubing % inch outside diameter, 6% inches long. 

E —Copper tubing ™% inch outside diameter, 1% inches 
long. 

F—Brass “T.” 


G-G’—Brass plugs, threaded and shaped as shown in dia- 
gram. 


The water dropping from A through D leaves 
by way of B, thus creating a partial vacuum in 
D and C, but the lower end of C’ being submerged 
the suction is made manifest in E, which is con- 
nected to the site to be drained. Fluid entering E 
runs down the lower part of C’ and does not go 
up into D. 

128 Neal Street. 


EPIDIDY MITIS—SOME CLINICAL 
OBSERVATIONS 


By Crayton Lane, M.D. 
Los Angeles 


HERE are several valuable points of clinical 

interest to the general surgeon and clinician 
relative to acute and chronic inflammatory re- 
actions within the epididymis. It would be only 
a reiteration of known knowledge to classify the 
several types and enumerate the usual textbook 
symptomatology; and my purpose, therefore, in 
this short paper is to draw attention to a few out- 
standing features relative to epididymal inflam- 
mations, trusting that they may be of some value 
in the office or at the bedside. 


Clinical practice seems to reveal the fact that 
support, properly applied, is more important in 
promoting resolution of inflammatory conditions 
of the epididymis (non-tubercular) than any 
type of local application one may use. Smearing 
the scrotum with black, glycerinated concoctions 
promises little, except a black and messy dressing. 

The following adhesive plaster dressing may be 
tried: Use an ordinary gauze flat, roll it (tightly) 
lengthwise like a cigar and run a strip of plaster, 
one-half inch wide, around and down the length 
of it, similar to the “barber pole” stripe. This will 
keep the gauze from unrolling. Tear off a strip 
of plaster, one inch wide and about eight inches 
long, and lay the gauze-roll lengthwise and in the 
center of the adhesive side of the strap. Lay 
the scrotum flat upon the abdomen and strap the 
gauze-roll in place, transversely across the peri- 
neum and behind the testicles, running the ends 
of the adhesive plaster up to either groin and 
thus forming a sling, behind which the testicles 
will not slip, as the gauze-roll acts as a barrier. 
Next, strap the scrotum and contents against the 
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abdomen with two-inch adhesive, applied trans- 
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versely. Do not worry about the dressing im- 
peding the act of urination, as the patient will 
manage satisfactorily. Add new supports to this 
dressing as needed. Immediate cessation of pain 
and the ability to get around actively is the result 
that may be expected from this treatment. 


Examine the cord frequently in cases of acute 
epididymitis. A “pipe stem” sensation imparted 
to the examining fingers points to funiculitis of 
the cord. It is best not to play tag with this con- 
dition. Open up the scrotum, free the fascia about 
the cord well up to the external ring, slit the 
epididymal sheath, drain freely with penrose 
through the lower end of the scrotum and sew 
up the original incision with black silk. Temporiz 
with this condition and abscess of the testicle with 
resultant orchidectomy will be your penalty. 


Persistence of marked epididymal swelling after 
ten days, pain and soreness failing to subside 
early, temperature persisting after five days—any 
or all of these signs in evidence means epididymal. 
and possibly testicular abscess, and diagnoses a 
surgical scrotum. Do not drain an acute eipdidym- 
itis “that reveals pus. Do an epididymectomy. 


Always explain to the patient, preoperatively, 
that the testicle may be abscessed and a removal 
of the same may be necessary, so that your en- 
deavor to do conservative surgery upon an epi- 
didymis, showing pus, will leave you a loophole 
through which you may sneak back later and do 
an orchidectomy, because ten chances to one that 
is precisely what you will have to do. Drainage 
of the acute epididymis by early multiple punc- 
tures may be all right, but if you find any pus 
in those needle holes, then remove the epididymis 
at once. 

In dealing with epididymitis in the elderly indi- 
vidual, do a bilateral vasectomy. I believe that 
severing the vas, especially on the affected side, 
will break the continuity for absorption from the 
vesicle and prostatic area. 





There are two points to bear in mind in doing 
scrotal surgery for tuberculosis. First, consider- 
ing the frequency of tuberculosis in other parts 
of the body, in patients with scrotal tuberculosis 
you must prepare yourself to combat a rapid flare- 
up of some other tubercular rest following your 
scrotal surgery. As a popular cartoonist puts it: 
“They'll do it every time.” Perhaps not every 
time, but sufficiently frequent to keep one busy 
enough. You may think that ligation of the vas, 
high up, and cauterization will prevent this dis- 
tressing aftermath; but sad experience has taught 
me the fallacy of this theory. Such procedure 
is important and necessary, but do not be sur- 


prised if things happen to cause much concern 
later on. 


The second point to which I wish, in conclusion, 
to call attention to is closure in scrotal surgery 
for tubercular conditions. Leave the scrotum wide 
open and pack with iodoform gauze. Expect a 
sinus, or perhaps two or maybe three; then, if 
your patient surprises you and heals without a 
sinus, you will be happily disappointed. 

1052 West Sixth Street. 
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BEDSIDE MEDICINE FOR BEDSIDE DOCTORS 


An Open Forum for brief discussions of the workaday problems of the bedside doctor. 
for discussions invited. 








Suggestions of subjects 








HEADACHES 
I. ETIOLOGY 


J. M. Nrevsen, M.D. (727 West Seventh Street, 
Los Angeles).—The term “headache” is not well 
defined. Most patients distinguish between head- 
ache and a pain in the head, the former being as 
a rule a duller sensation, the latter rather a sharp 
pain; yet a neuralgic headache is a common clini- 
cal complaint. Some patients consider a_head- 
ache a pain arising within the cranial cavity, yet 
migraine headaches frequently extend “down the 
neck and into the shoulder.” The so-called indu- 
rative headaches are due, not to an intracranial 
condition, but to fibromyositis at the sites of in- 
sertion of the neck muscles into the base of the 
skull. We are, therefore, forced to take a broad 
view and discuss in the etiology of headache those 
conditions which cause discomfort about the head, 
commonly complained of as headache. 


Headaches due to many causes, until recently 
obscure, have been clarified by the work of Ken- 
nedy on angioneurotic edema of the brain,’ of 
Forbes and W olff,? Cobb and Finesinger,® Cho- 
robski and Penfield,* and Finesinger,® on anatomy, 
physiology, and pharmacology of the cerebral 
circulation. There is no longer any question that 
vasomotor nerves play a great part in cerebral 
circulatory adjustments. That such circulatory 
changes, when marked or extreme, may cause 
headache, is admitted. 

All headaches may be considered due to one or 
more of the four following pathological states, 
or to an unknown cause: 


I. Change in intracranial pressure. 

II. Pathological anatomy or physiology essen- 
tially extracranial but causing headache 
reflexly. 

III. Toxemia. 

IV. Meningeal irritation aside from expansion. 

VY. Unknown. Here we are still forced to in- 
clude many cases of migraine. 


I. CHANGE IN INTRACRANIAL PRESSURE: 
1. Increase in Intracranial Pressure. 


(a) Obstruction of venous circulation. Throm- 
bosis of cerebral sinuses, or of cerebral veins; 
presence of venous aneurysms, polycythemia vera. 


1 Kennedy, F.: Cerebral Symptoms Induced by Angio- 
neurotic Edema, Arch. Neurol. and Psychiat., 15:28-33 
(Jan.), 1926. Reported three cases before the Amer. 
Neurol. Soc., Washington, May, 1925. 

2 Forbes, H. S. and Wolff, H. G.: Cerebral Circulation— 
The Vasomotor Control of Cerebral Vessels, Arch. Neurol. 
and Psychiat., 19:1057-1086 (June), 1928. 

3 Cobb, S. and Finesinger, J. E.: Cerebral Circulation— 
The Vagal Pathway of the Vasodilator Impulses, Arch. 
Neurol. and Psychiat., 28:1243-1256 (Dec.), 1932. 

* Chorobski, J. and Penfield, W.: Cerebral Vasodilator 
Nerves and their Pathway from the Medulla Oblongata, 
Arch, Neurol. and Psychiat., 28:1257-1289 (Dec.), 1932. 

5 Finesinger, J. E.: Cerebral Circulation—Effect of 
Caffeine on Cerebral Blood Vessels, Arch. Neurol. and 
Psychiat., 28:1290-1325 (Dec.), 1932. 








(b) Increased blood supply through the arte- 
ries by dilatation; reflex because of 
anemia, as in acute head injuries; 
of migraine, many functional states 
pyschoneuroses. 


medullary 
some cases 
, particularly 


(c) Stasis in cerebral blood vessels, as in lower- 
ing of the head, in inversion of the 


body, or 
jugular ligation. 


(d) Obstruction of cerebrospinal fluid circula- 
tion causing hydrocephalus. (1) Lesions at for- 
amina of Monro; blood-clot, tumor of the third 
ventricle, and aneurysm. (2) Lesions within the 
third ventricle : tumor or blood-clot. (3) Lesions at 
the midbrain. Tumor of the pineal body, corpora 
quadrigemina, or immediate vicinity. Obstruction 
of the aqueduct by blood-clot or by chronic men- 
ingitis or ependymitis, syringobulbia during stage 
of gliosis. (4) Lesions at the fourth ventricle. 
Obstruction of the foramina of Luschka, or fora- 
men of Magendie, by fourth ventricle tumors 
especially in children, other cerebellar tumors, 
tumor or abscess of the cerebellopontine angle, 
chronic leptomeningitis whether non-specific or 
due to tuberculosis, syphilis, coccidioidal or other 
chronic granuloma, torula, or the common epi- 
demic organism. It may result from arachnoiditis, 
following intraventricular hemorrhage. (5) Le- 
sions at the base causing “communicating hydro- 
cephalus.” 

(e) Increase in size of cranial contents aside 
from those caused by increase in blood or spinal 
fluid. (1) All tumors which do not actually re- 
place brain tissue. (2) Brain abscesses of all types 
and sources. (3) Localized hemorrhages, espe- 
cially subdural hemorrhages. (In infancy this may 
give rise to external hydrocephalus.) (4) Non- 
purulent inflammatory conditions of the brain. 
Encephalitis preliminary to abscess or of the epi- 
demic type, or encephalitis secondary to vaccina- 
tion, measles, mumps, scarlet fever, or due to 
lues, tuberculosis, parasitic infection, otitis media, 
or in fact secondary to any acute infectious dis- 
ease. (5) Edema as in uremia, acute head injury, 
serum reactions, angioneurotic or urticarial edema. 
The various generalized infectious diseases may 
cause edema of the brain, as may acute intoxica- 
tions of which that due to alcohol is an example. 
Allergic sensitization may cause edema. Certain 
edemas are of unknown origin, such as that of 
epilepsy. (6) Increased pressure, secondary to 
acute increase in blood pressure, fear, anxiety, 
worry, and mental depression. Chronic hyperten- 
sion is also frequently associated with headache. 

Decrease in Intracranial Pressure. 


(a) Arachnoidal tears within the spinal_ canal, 


as from trauma or dural incision from a spinal 
puncture, with continual drainage. 


Headache oc- 
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curs during withdrawal of fluid, 


in preparation 
for a 


ventriculography or encephalography. 

(b) Shock (the decrease in pressure being due 
to accumulation of blood in the splanchnic area), 
sudden hemorrhage, syncope, and certain emotional 
states. 

(c) Arterial spasm (position in outline doubt- 
ful). 


II. ExTRACRANIAL PATHOLOGICAL ANATOMY AND 
PuysioLtocy, CAUSING REFLEX PAINS 


(a) About the eyes. (1) Errors of refraction. 
(2) Excessive use of eyes. (3) Attempts to focus 
on moving objects. (4) Alternating strabismus. 
(5) Excessive or insufficient convergence. (6) 
Muscle imbalance. 


(b) About the ears. (1) Otitis media. (2) Mas- 
toiditis. (3) Wax impaction. (4) Foreign bodies 
in canals. (5) Infectious sinus thrombosis. 


(c) About the nose and mouth. (1) Septal con- 
tact. (2) Turgescence of the turbinates. (3) Eth- 
moiditis. (4) Sphenoiditis. (This gives a charac- 
teristic headache over and above the ears, and 
toward the mastoid region. ) (5) Maxillary sinu- 
sitis. (6) Frontal sinusitis. (7) Foreign body. 
(8) Infected teeth. (9) Impacted teeth. 


(d) About the throat. (1) Nasopharyngitis. 
(2) Eustachian salpingitis. (3) Retropharyngeal 
abscess. (4) Glossopharyngeal neuralgia. (5) In- 
fected or impacted teeth. 


(e) About the cranium and scalp. (1) Osteo- 
myelitis of the skull. (2) Osteitis; luetic, tuber- 


culous, osteitis deformans, leontiasis ossea. (3) 


Periostitis. (4) Fibromyositis about the insertions 
of muscles at the base of the skull—indurative 
headache. (5) Occipital nerve neuralgia or neuri- 
tis—not true headache. (6) Supra-orbital neural- 
gia—not true headache. (7) Malignant metastasis 


to the cranium and scalp. 


(f{) Distant organs. (1) Distended rectum. 
(2)Ovarian disease. (3) Hepatitis. (4) Enter- 
itis. (5) Also practically any visceral infection 
may cause headache in certain persons. (6) Cer- 
tain states of some organs not constituting dis- 
ease. For example, in some cases hunger alone is 
sufficient. 


III. 


1. Acute Toxemias.—Almost any acute toxemia. 
This includes acute infectious diseases, intoxica- 
tion with drugs, chemicals, fumes, etc. Worthy of 
special mention are: alcohol, tobacco, mercury, 
lead, arsenic, many sedative drugs (especially of 
the barbituric compounds ), carbon monoxid, many 
fumes as hydrocyanic acid, chlorine, sulphur di- 
oxid, carbon disulphid. There are many others. 
Of acute exogenous bacterial exotoxins tetanus, 
diphtheria and botulism are important. Food 
ie is worthy of mention. 


Chronic Toxemias.—Intestinal toxemia (na- 


ture unknown), exposure to toxins or fumes in 
occupations. 


ToxEMIA CAUSING HEADACHE: 


IV. MENINGEAL IRRITATION: 


(To list all causes of meningeal irritation would 
be to repeat many of the causes mentioned above 
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which operate through this channel.) The most 
pertinent causes are: Meningitis of all kinds (re- 
member syphilis), meningeal irritation without an 
actual meningitis ; especially to be remembered is 
that due to brain abscess, sinusitis, pneumonia, 
typhoid fever, and other acute infectious diseases, 
and to blood in the subarachnoid space. 

V. UNKNownN: 

Space does not permit an analysis of the sub- 
ject of migraine. Psychic, emotional, endocrine, 
chemical, physical, and pharmacologic factors all 
play a role. 


* * * 


II. OCULAR CAUSES OF HEAD PAINS 


Roperic O’Connor, M. D. (450 Sutter Street, 
San Francisco).—It is the common belief among 
the general public, and not very uncommon among 
medical men that if headaches and other symp- 
toms of eyestrain are not relieved by glasses noth- 
ing further can be done. It is only in this way 
that we can excuse the frequency with which pa- 
tients are referred by them to non-medical ex- 
aminers for ocular examination. In doing so, such 
practitioners apparently forget that an examina- 
tion of the ocular apparatus is as much a medical 
affair as one of the heart or lungs. The percent- 
age of headaches due to ocular disturbances is 
difficult to determine, but probably seventy is a 
fair estimate. It is evident that the frequency with 
which the eyes are proved to be the cause will 
depend on the completeness of the ocular exami- 
nation, the correct interpretation of findings and 
the proper carrying out of the right treatment. 

Many patients show nothing wrong by ordinary 
tests, and yet there is definite eye disability. Most 
of these, by more detailed study employing pro- 
longed monocular occlusion, turn out to be cases 
of hidden imbalance of the extra-ocular muscles. 
Some are of mild or beginning glaucoma. The 
importance of always having in mind the possi- 
bility of glaucoma cannot be overemphasized. The 
frequency with which eyes are blinded by this 
disease is a sufficient reason, in itself, to serve as 
a cause io prohibiting the examination of eyes 
by non-medical individuals. Many eye headaches 
are typically migraine, as far as the symptoms are 
concerned. The fact that it may be hereditary has 
no diagnostic significance, as ocular defects are 
even oftener so. Neither does vomiting indicate 
true migraine, as nausea, with vomiting, is a rather 
common symptom of certain forms of eye trouble. 
I have frequently seen the scintillating scotoma 
of migraine (supposedly) disappear after relief of 
eyestrain. 

Most patients are able definitely to relate their 
headaches to overwork of the eyes; others cannot 
but state that it is present all day except on wak- 
ing. Early morning headaches are more often 
nasal in origin. Women complain of shopping 
headaches. Many have them on cars or auto- 
mobiles, or under other conditions where the eyes 
must follow moving objects. These are usually 
found to have disturbances of the ocular muscles, 
the compensation for which is especially difficult 
when the eyes are in motion. 
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While the consideration of intracranial pressure 
is out of place, it must be remembered that its 
diagnosis is often first made by the ophthalmolo- 
gist while investigating headache. To show the 
harm done by non-medical eye care, I can state 
that I have seen three patients with brain tumor, 
all of whom lost their chance for life because of 
the delay incidental to the trying of many pairs of 
lenses, muscle exercises, or both, by non-medical 
examiners. 

Pains in the base of the skull and upper cervical 
region are frequently of ocular origin, the causes 
usually being those conditions that call for a 
change in the position of the head to compensate, 
such as oblique astigmatism, vertical deviations, 
cyclophoria and the various forms of paralysis of 
the ocular muscles. 


It should be concluded, therefore, (1) that the 
ocular apparatus must be completely studied in 
all cases of headache where the cause is not very 
evident. Frequently women come for eye exami- 
nation after much gynecologic surgery, when the 
cause is quite easily located in the eyes. I never 
cease to wonder at the common failure of general 
men to check over first the seat of the pain. 
(2) That no physician should allow his treatment 
of a patient with headache to be influenced by the 
failure of an ordinary refraction to locate its 
cause. Refraction is but the beginning of a com- 
plete examination. 


CLASSIFICATION OF 

A. Refractive errors. 
Extra-ocular muscle imbalances. 
Pupillary asthenopia—glare. 
Increased intra-ocular pressure. 
Inflammatory conditions. 


CAUSES 


Refractive errors are well-known causes, so 
therefore only a few points will be considered. 

1. Hyperopia is the commonest cause because 
the focusing apparatus is at work all the time the 
eyes are open. 

2. Myopia seldom, in itself, causes headache, 
because the eyes are at rest for distance and have 
less to do for near. Very low degrees may cause 
trouble, because the accommodation is constantly 
trying to clear up the blur, but without success. 
Headaches in myopes are more often due to 
accompanying muscle deviations. 

3. Astigmatism. The oblique forms are espe- 
cially important as objects are twisted; which is 
compensated by action of the oblique muscles 
to rotate the eye about its anteroposterior axis, or 
by head tilting, or by both. In certain cases of 
very high astigmatism, the optical disadvantages 
of such strong cylinders are so great that they can- 
not be worn. In some of these, operative measures 
on the cornea to reduce or neutralize the astigma- 
tism are worth while. In one instance, I reduced 
a nine-diopter astigmatism to two by a thorough 
cautery of the cornea. The corrected vision im- 
proved from 20/100 to 20/30, and headaches 
stopped at once. This correction was maintained, 
at last examination, nine years after the operation. 
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4. Anisometropia is the condition in which the 
eyes differ so much in refraction that satisfactory 
binocular vision with the lenses is often impossible. 
Occasionally, as mentioned under the preceding 
heading, the difference may be reduced to bearable 
limits. Rarely we see what appears to be an im- 
possible situation. One such in my experience was 
emmetropic in one eye, and 24 diopter myopia in 
the other, and for some reason had severe head- 
aches. I extracted the lens from the myopic eye by 
needling, which reduced its refraction to 4D and 
again for some reason, the headaches stopped. Her 
corrected vision improved from 20/70 to 20/30. 

5. Presbyopia at its onset is often accompanied 
by severe headaches because of the added diffi- 
culty of accommodation. This is due to the extra 
ciliary effort needed to make the necessary change 
in the focus of the lens. 

B. Disturbances of the extra-ocular muscles. 
Leaving out of consideration cases of actual stra- 
bismus, which does not cause headache, and par- 
alysis, we have the following conditions: 

1. Esophoria, where the visual axes 
converge and the corrective effort falls on the 
divergers. When of any amount the strain is 
severe because normally there is no need for those 
muscles to work except as rotators. 

2. Exophoria, when the visual axes tend to 
diverge, calling for correction by the convergers. 
A greater degree of exophoria can be borne be- 
cause the convergers can stand the strain of cor- 
rection. 

3. Cyclophoria, when the vertical axes tilt in or 
out. The correction must be made by the oblique 
muscles which often results in severe symptoms. 


4. Hyperphoria, when one visual line is higher 
than the other. This condition causes symptoms 
out of all proportion because, in its correction, 
an entirely abnormal action of the vertical rotators 
must be made. Normally, both eyes look up or 
down equally; but here one must turn up while 
the other turns down, to bring both to the same 
level. I have seen instances of marked disability 
from one degree of disalignment. Luckily, prism 
corrections are borne better in moderate degrees. 
Vertical deviations often cause head-tilt in order 
to bring the eyes to a level and so save the ocular 
muscles. This tilt carries the shoulder down, 
which, in turn, means a spinal curvature. And 
all in a purely mechanical way. A complete eye 
examination in such conditions might be of great 
help to the orthopedist at times. Another common 
sign is an elevation of one eyebrow through an 
associated action of the frontalis in the effort to 
hold up the lower eye. 


In the above-named conditions, the corrective 
strain is present as long as the eyes are open, even 
though not in use for near; which means that 
relief can be secured only by closing one or both 
eyes. The monocular occlusion test comes into play 
here in the diagnosis of the cause of symptoms. 


5. Insufficiency of convergence when the visual 
axes cannot be converged close enough to permit 
continued use of the eyes for near. It has been 
proved that the eyes must converge easily to at 
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least four inches from centers to permit prolonged 
work at thirteen inches. In other words, two- 
thirds of the total power must be in reserve. In 
this connection the patient’s occupation must be 
considered, for, even though he may have a normal 
test, he may have trouble if his work is done closer 
than thirteen inches. Frequently the muscle bal- 
ance of these eyes is normal for distance, and in 
those the symptoms are related only to the near 
use of them. 

C. Pupillary asthenopia is due to overwork of 
the pupilloconstrictor mechanism by excessive 
glare. At times it results from excessive artificial 
illumination when there is direct exposure. Photo- 
phobia occurring under ordinary conditions often 
disappears w hen errors in refraction and muscle 
balance are corrected. Therefore, tinted lenses are 
not in order, simply because the patient may com- 
plain of sensitiveness to light. The real cause must 
be searched for. Normally the pupils contract 
with accommodation and convergence. An undue 
contraction from glare may throw this associated 
action out of balance. Many office workers are 
sufferers from this trouble, and their stories of 
the refusal of employers to do anything to help 
are often almost unbelievable. In an Oakland 
laundry all the desk workers face the prevailing 
south sunlight; yet the proprietor has consistently 
refused to make a —— because it would disturb 


III. HEADACHES OF NASAL ORIGIN 


Joseru Gotpstein, M.D. (945 Roosevelt Build- 
ing, Los Angeles).—To the average layman any 
discomfort in the head is a headache. He recog- 
nizes only various intensities of the ache; if severe, 
he calls it pain. Constitutional diseases causing 
meningeal edema, ocular fatigue, pains from nasal 
origin, etc., all produce headaches. 

Probably 50 per cent or more of all headaches 
in individuals under fifty years of age are the 
result of pathologic changes in the nose and acces- 
sory sinuses. 

A brief de scription of the anatomy of the nose 
and these accessory sinuses, and their relationship 
to other structures of the head, is indicated. The 
two nares are separated by a firm septal partition. 
The lateral bony walls do not yield to ordinary 
pressure. The accessory sinuses empty into each 
naris through small ostia. The sinuses are nor- 
mally separated from adjacent organs by bony 
walls. Some cells are found practically all around 
the orbit, in front and below the brain, and over 
the upper teeth. Any disease of one of these 
sinuses can produce pain and pathologic processes 
to any of the adjacent structures. 

The mucosa of the nose contains mucus- 
secreting cells supported by loose areolar tissue. 
Such tissues swell readily infected, or more 
often because of allergic manifestations. When 
any part or all the nose is filled by this hyper- 
trophied tissue, producing pressure, we have head- 
ache or, if severe, pain. 
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Infections of the various sinuses produce, as 
a rule, typical pains. A frontal sinus headache 
comes on early in the morning and wears off dur- 
ing the day; and this is located just above the 
orbit. These patients frequently complain of as- 
thenopia. Sphenoid disease usually produces pain 
in the lower half of the head, and is generally 
present in the afternoon. Ethmoidal disease is 
referred to the top of the head. Antral disease 
causes unilateral pain, and may be referred to the 
ear or behind the ear. 

The most important ganglion of the nose is the 
sphenopalatine, lying just under the mucous mem- 
brane behind and above the posterior attachment 
of the middle turbinate. The posterior ethmoids 
and sphenoid, when diseased, frequently irritate 
this ganglion. Because of their many associating 
paths, pain and irritation are often referred to 
the eye, to the ear, or even down the neck, and 
into the shoulder. 


Headache of nasal origin may follow (1) acute, 
(2) subacute, or (3) chronic pathologic processes 
within the nose and accessory sinuses. 

1. Acute—The common cold produces an acute 
edema of the mucous membrane, with secondary 
purulent drainage from the sinuses. Headache is 
the result of pressure of the engorged turbinates 
against unyielding structures, and by pressure of 
fluid in the sinuses, which cannot drain properly 
because of closed ostia. 

Subacute.— Due to repeated or prolonged 
infections in noses which drain poorly, one or 
more sinuses may remain infected. This is fre- 
quently the result of a thick or badly deviated 
septum ; or from hyperplastic or cystic turbinates. 
The mucosa of the sinus and the underlying tissue, 
including the basement membrane, are second- 
arily invaded by various microorganisms, usually 
streptococci, and we find, by antro-puncture, muco- 
pus in the cavity. Headaches result from (a) ab- 
sorption, (b) inflammation of the sphenopalatine 
ganglion, or (c) by extension to the surrounding 
organs. 

3. Chronic.—Chronic nasal pathology, when not 
due to anomalies of the bony structures of the 
nose, are usually allergic. This is the leading cause 
of headache of nasal origin. The headaches are 
bizarre in type, frequently referred to the root of 
the nose, to the eyes, to the ears, the lower hali 
of the head, or when once starting, then irritation 
of the sphenopalatine ganglion may have pain 
referred even into the neck and shoulder. 

So far, our results in treating allergic diseases 
of the nose have not been altogether gratifying. 
There is still much to be done in this field. Fre- 
quently, changes in climate or environment are 
our only means of aiding the patient. At times, 
our allergists have been able to help them. 

In conclusion, headaches of nasal origin are 
more common than suspected; caused by poorl) 
draining sinuses and by pressure from within the 
nose against bony abutments and produced by 
acute, subacute, and chronic nasal pathology. 
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1V. DIAGNOSIS AND TREATMENT 


Frep H. Kruse, M. D. (384 Post Street, San 
Francisco ).—An adequate discussion of the diag- 
nosis and treatment of headaches is a large sub- 
ject. Volumes could be and have been written on 
classification, differentiation, and the suggested 
forms of treatment. Even when in agreement as 
to group names for different kinds of headaches, 
there is such a wide divergence of opinion as to 
specific causes in certain groups that therapy often 
becomes both conflicting and confusing. 


The important thing is to recognize that any 
headache is a symptom, and even as a symptom 
does not too regularly fall into the usual symptom 
complexes or syndromes easy of recognition. Fre- 
quently the surface indications, as expressed by 
the patient, are misleading, and the real story has 
to be patiently elicited. In fact, headaches as a 
group have the embarrassing distinction of all ap- 
pearing very much alike on the surface; and fre- 
quently it is only by the most careful analysis of 
the anamnesis that they can be fitted into a dis- 
tinguishable category. 

It is true that the migrainous, neurotic and as- 
thenic types, the circulatory and increased intra- 
cranial pressure group, as well as the toxic and 
infectious groups, present common characteristics 
often readily recognizable. However, there are a 
host of disturbances simulating any or all of these, 
and even queer variations within certain groups, 
especially in their inception, which may lead us 
astray from the real underlying etiologic factors. 


Often the practitioner, occupied with many dis- 
orders, is too busy at the time for thorough in- 
vestigation. It is easier to prescribe a sedative. 
The patient with frequently recurring headaches 
then moves on in his search for someone who 
will determine the cause of his trouble. For the 
more recent headaches with acute onsets, a quick 
survey, including an inspection of nose and throat, 
temperature, blood count and blood pressure, is 
sufficient to determine whether a hypertension, an 
acute sinus, respiratory infection, or other infec- 
tious disease is present, or if the trouble is of 
sudden nervous origin. It is with the persistent 
headache and the more chronic recurring types 
that we have our troubles. 


These patients should be brought back for a 
careful study. Both Barber and Robey, in dis- 
cussing such cases, lay great stress upon a care- 
ful medical history. Unless we can immediately 
demonstrate a brain tumor, a hypertension, a sinus 
with bad drainage, or an infectious disease, our 
search will probably take us far afield into family 
history, home environment, living and dietary 
habits, allergic disturbances, endocrine dyscrasias 
and complicated digestive, metabolic and food dis- 
orders. It is better to try to get all the story at 
once, instead of piecemeal on occasional visits. It 
is also well to listen to and record carefully the 
spontaneous statements of the patient, and then, 
by skillful questioning, ascertain the character, 
frequency, duration, intensity, site and radiation 
of the ache or pain in the head. This should be 
amplified by finding out how and when the head- 
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aches first began and of their progress and change 
since. 

Heredity is important especially in relation to 
such diseases as syphilis, hypertension and mi- 
graine, and hence a careful family history must 
be taken. The past history and review of previous 
diseases and environmental situations are impor- 
tant. Finally, we must not forget how difficult it is 
for many people accurately to describe what they 
feel or have felt. Many people fail to discriminate 
among their sensations, and it is only by careful 
inquiry that we can determine whether they have 
a violent pain, a dull ache, a feeling like a tight 
band about the head, or cap or hat pressure in 
the head. Location as to vertex, frontal region, 
occiput, or neck and back of the head pain, with 
radiation and drawing of the upper back muscles, 
is necessary for diagnosis. 

As for the rest of the examination, I know of 
no more admirable summary than that of Lewellyn 
F. Barker given before a clinic to physicians in 
1928: 

“Important as is the analysis of the patient’s sub- 
jective complaints, the objective examination of the 
patient suffering from headache, is no less momentous. 
This objective study should be pushed far enough to 
differentiate among the various possible causes of the 
headache. It should, of course, include a careful gen- 
eral physical examination, during which the blood 
pressure should be determined and the eye grounds 
examined. In how far laboratory tests, x-ray tests, 
and examinations by specialists shall be applied in a 
given case must be left to the training, experience and 
common sense of the examiner. Superfluous tests 


should be avoided; indispensable tests should never be 
omitted.” 


The following group will include practically all 
kinds of headache, and is of convenience in con- 
sidering diagnosis and treatment: 

1. Headaches of infectious origin. 

2. Headaches of toxic origin. 


3. Headaches of cardiovascular renal disease. 

4. Headaches due to disorders of special senses : 
eve, nose, etc. 

5. Headaches due to organic diseases of brain 
and skull and other head structures. 

6. Migraine. 

7. Headaches due to functional disturbances of 
the nervous and digestive systems. 

8. Endocrine headaches. 

Of the above, the infectious migraine, and the 
various functional disorders of the nervous and 
digestive systems, often with an associated as- 
thenia, and undernutrition, will constitute at least 
90 per cent of all the headaches with which the 
general physician has to deal. 


1. Headaches of Infectious Origin. 

Almost any infectious disease and many focal 
infections will produce headache. The history, 
clinical findings, presence of fever and variations 
from normal in the blood count will determine 
whether home supervision or hospitalization, with 
other laboratory investigation such as blood cul- 
tures, agglutination tests, lumbar puncture, x-rays, 
etc., will be necessary The enteric fevers, men- 
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ingitis, poliomyelitis, trachiniasis, influenza, epi- 
demic encephalitis, malaria, pneumonias and acute 
sinus infection, cause the most severe and often, 
at first, the most baffling types. The treatment, of 
course, is symptomatic and that of the disease 
itself. 


Syphilis is a frequent cause of headache. The 
importance of the recognition of the headache of 
syphilis on account of the advantage of prompt 
treatment, which may save the patient from par- 
alysis and mental breakdown, cannot be overesti- 
mated. Intensity, persistence and nocturnal ex- 
acerbations characterize the headache. The pain 
has been likened to a weight on the head, some- 
times to compression of the head in a vise, and at 
other times to blows on the head with a hammer. 


I had a patient recently with syphilis who talked 
of throbbing and pounding in her head. It was 
especially bad at night, and a phonograph in a 
neighboring apartment would seem to start and 
exacerbate the beating. The intensity and long 
duration of the headaches are of great importance 
in diagnosis. Attacks sometimes occur for several 
years before the supervention of further cerebral 
trouble. Periostitis and nerve pressure may give 
rise to headache in syphilis, also meningitis and 
syphilitic arteritis, which are more apt to cause 
the typical headache described above. In meningi- 
tis and syphilitic arteritis, the headache is diffuse, 
intense, persistent, and worse at night. In the 
secondary stage of the disease, the headache may 
be in active association with the eruption. It is 
apt to be occipital, and to increase in intensity 
toward night. It may go over the entire head, or 
Peri- 


it may be limited to one side of the occiput. 
osteal swellings are found chiefly on the frontal 
and parietal bones, and there is not only a lot of 
head pain, but great sensitiveness to pressure. 


It would, therefore, seem important always to 


have a Wassermann taken in studying headaches, 
and if there is any evidence of any central nervous 
system disorder, of course, a lumbar puncture 
should be taken. These headaches yield gradually, 
but finally dramatically, to the proper anti-luetic 


treatment. 


Nodular (rheumatic) or indurative headache is 
very chronic. It begins in the occiput and nape 
of the neck, may involve the entire head, keeps 
on at night, and is often worse in the recumbent 
position. Careful palpation discloses nodules, the 
size of a millet seed to that of a bean, in the sub- 
cutaneous tissue of the scalp and neck. They are 
very sensitive to touch, due to inclusion of sensory 
fibers of the fifth and occipital nerves. Local mas- 
sage and heat, clearing of focal infections, iodids 
and analgesics, are the measures of election for 
relief, 

2. Headaches of Toxic Origin. 

Of the toxic causes of headaches the abuse of 
alcohol and tobacco, carbon monoxid poisoning 
(especially the chronic form); methyl alcohol; 
anilin poisoning; therapeutic use of nitroglycerin 
and amylnitrate, and occasionally iron and bismuth 
subnitrate are the most common. Some individuals 
are hypersensitive even to moderate use of alcohol 
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and tobacco, and merely sitting in a room filled 
with cigar smoke may cause them to have night 
or morning headaches. I have seen a low-grade, 
dull headache cease when the administration of 
iron by mouth for anemia was stopped. So-called 
intestinal toxemias with headache will be discussed 
with the functional headaches. 


Headaches in the Cardiovascular-Renal Dis- 
ease Groups. 


These are frequent. Headaches occur in vas- 
cular hypertension, in chronic nephritis, and in 
chronic nephritis with hypertension. The headache 
is often of the same type and is fairly character- 
istic. It is an excruciating, dull headache, inter- 
mittent or continuous in character affecting, as a 
rule, the whole head, but centering in the occi- 
put. As a rule it is occipital, and is worse in the 
early morning. It wears away during the day as 
the circulation increases with activity. It often 
awakens the patient in the early hours. Generally 
the blood pressure is high, although it may be 
relatively low. The ophthalmoscope discloses the 
usual vascular or renal retinal changes, and studies 
of the urine, blood chemistry, and kidney function 
afford the differentiation as to the type of disease 
present. The treatment is that of the disease de- 
termined. Usually the diet should be restricted, 
consisting mainly of milk, carbohydrates, vege- 
tables, and fruit. The protein and salt intake 
should be determined by the blood-chemistry find- 
ings. Elimination by the bowels, kidneys, and skin 
should be promoted. The strength of the heart 
should be maintained. 

In crises of hypertension, bleeding (generally 
200 to 300 cubic centimeters of blood) may be 
helpful. Lumbar puncture may be of advantage 
at times to relieve headaches. The use of pyrami- 
don, salicylates, codein, sedatives, and hypnotics 
should be carefully supervised and restricted, but 
some may be necessary. Bed rest is of the greatest 
importance. 

While gout does not belong in this group, 
“gouty headaches” may be mentioned here, since 
there is often an associated arteriosclerosis in gout. 
Unexplained headaches in arthritic or other pa- 
tients with tophi or joint symptoms should lead to 
a study of the purin metabolism. In polycythemia, 
headache may be the most common subjective 
symptom. Headache may be the chief symptom in 
the onset of acute nephritis, in which case urinary 
examination will be the principal diagnostic aid. 


4. Headaches Due to Disorders of Special Senses. 
See previous discussions for these. 
Headaches Due to Organic Diseases of the 
Brain. 
These will not be discussed here. 
Migraine, 


‘Mieceine (bilious, sick, or periodic headaches ) 
is inherited as a dominant unit Mendelian charac- 
ter. The part heredity plays is to produce a sensi- 
tized nervous system. The periodicity of attacks. 
the comparative well-being between them; the 
frequent association in women with menstruation : 
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the peculiar eye sensations of blurred or partial 
vision and scotomata ; the headache which is deep 
in the skull, frequently hemicranial, but radiating 
variously to the temple, nose, and to the back of 
the neck, spreading all over the head ; the frequent 
association of nausea and vomiting, and the less 
frequent attacks of true abdominal migraine, con- 
sisting usually of a severe cutting or boring epigas- 
tralgia, which is independent of and uninfluenced 
by food, and which may radiate (although it is 
generally limited to the epigastrium ), are the chief 
characteristics. Even in the presence of organic 
pathology found on physical examination, this his- 
tory should make any physician exceedingly wary 
of resorting to any surgical aids for treatment. 
These individuals are high strung, nervous, gener- 
ally underpar physically, and present many other 
complaints. Careful analysis of their histories 
may indicate the need of attention to eyes, nose; 
functional regulation of the intestinal tract; sup- 
plying glandular needs (see below); restoring 
nutrition ; changing environment and type of work, 
and perhaps, as suggested by Tom Brown, restrict- 
ing either the use of carbohydrates, or proteins, 
or studying food allergy, as suggested by Rowe. 
I have beeen disappointed in the efficacy of any 
one specific form of treatment, however, and have 
found the general fundamental régime as de- 
scribed above, including the administration of cal- 
cium and mild sedatives, the most helpful. The 
headaches finally disappear. 


7. Functional Headaches. 
The headaches of functional disorder, exclusive 


of migraine, may vary from the dull, heavy frontal 
type, “with a feeling of head fullness and con- 
gestion, frequently with stuffy nose and related 


abdominal discomfort, with colon fermentation, 

carbohydrate intolerance, and spastic constipation ; 
alternating with splattery, gassy stools, to the 
purely neurotic type, where the headache is more 
a sense of pressure, diffuse in character and covers 
the entire skull cap, with a feeling of constriction 
like a band about the head. Often in these latter 
cases there is considerable loss of weight, under- 
nutrition; ptosis and general nervous exhaustion, 
as well as reflex digestive symptoms. Such symp- 
toms are often relieved by bed rest. The cure in 
the first group is obviously dietary and correction 
of the colon disorder; of the second, restoration 
of nutrition, rest, relaxation, and general recon- 
struction of the physical state alone will bring any 
improvement. 


8. Endocrine Headaches. 


Some women, who have been subject to mi- 
graine in early life, are very likely to suffer from 
headache of the menopause. The pain is dull, 
often frontal, but the vertex may be a prominent 
site. It may be constant, day and night, but usu- 
ally occurs two or three times a week. It is aggra- 
vated by physical and nervous strain. Besides 
menopausal symptoms, there may be a mild myx- 
edema, and a minus basal metabolic rate. Small 
doses of thyroid as well as ovarian substitution 
therapy afford great relief. 
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Pituitary headache may be associated with tu- 
mor or dysfunction. Distention of the pituitary 
capsule, aside from tumor, as in the case of a very 
small sella, closed in by the clinoids, may produce 
periodic headaches of obscure origin. Some of 
these lack the visual symptoms of classical mi- 
graine, and occur particularly at menstruation. 
We know that menstrual bleeding depends on the 
activity of the anterior pituitary. The headaches 
are usually bitemporal, frequently severe and per- 
sistent. Pituitary feeding has relieved some of 
these, and A. P. Thomson reports improvement 
of the headaches following administration of the 
ovarian follicular hormone which, in animals, has 
been shown to reduce the size of the pituitary 
body. 

Exophthalmic goiter may give rise to migrainoid 
headaches. 





American Medical Association Officers by States— 
The May, 1934, Journal of the Indiana State Medical 
Association gives a tabulation of officers and com- 
mittees of the American Medical Association over a 
ten-year period. It states: 

Recently there has been some comment concerning 
the matter of state representation in the American 
Medical Association, and for that reason the present 
study was undertaken, covering a period of ten years. 
The results are shown in the following table: 


Alabama Missouri ... 
Arizona Montana 

Arkansas .. Nebraska 
California ... Nevada aed 
Colorado New Hampshire .... 
Connecticut New Jersey . 
Deleware .... New Mexico 
District of Columbia... New York . 
TINNY, ceccsecececceinasicnet North Carolina . 
Georgia North Dakota 
Idaho Ohio 

Illinois Oklahoma . 
Indiana .. Oregon 

lowa Pennsylvania .. 
Kansas Rhode Island ... 
Kentucky ... South Carolina 
Louisiana ... South Dakota 
Maine Tennessee 
Maryland Texas ..... 
Massachusetts a 
Michigan ........ Vermont 
Minnesota ... Virginia _ S 
Mississippi WE ICORD 5 soseeccces cs 


Salicylates in Rheumatic Relapses——Perry treated forty- 
one children suffering from rheumatic heart disease 
with acetylsalicylic acid. The dose was 10 grains 
(0.65 gram) three times a day for twelve months. The 
patients were seen every three or four weeks and ob- 
servations were made on their symptoms, physical 
signs, and weight. The authors observed that the body 
weight is a valuable guide to the progress of these 
cases. Relapses of a rheumatic nature, i. ¢., chorea, 
arthritis or carditis, were observed in 12.1 per cent 
of the treated patients as compared with 17.9 per 
cent of the 106 controls. The abnormal physical signs 
in the heart decreased or disappeared in 34 per cent of 
the treated cases as compared with 24.5 per cent 
of the controls. Of the treated cases, 12.1 per cent 
showed an increase in the physical signs as compared 
with 8.4 per cent of the controls. For all ages the 
average gain in weight showed no significant differ- 
ence in the two groups. In regard to general health, 
the parents of some of the patients stated that there 
was an improvement, while others stated that the chil- 
dren were no better.—Lancet. 


“The county nurse who works well and thinks in- 
telligently is sure to do much more than affect the 
limited area in which her work lies, for she is blazing 
a trail that will in time become a broad highway.”— 
Gardner. 
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POSTGRADUATE SERVICE—C. M. A. 
EXTENSION LECTURES AND 
CLINICS 


The Work of the California Medical Associa- 
tion Committee on Extension Lectures —When, 
on May 8, 1929, at the annual session in San 
Diego, the California Medical Association adopted 
its present constitution and by-laws, it provided 
for a standing “Committee on Extension Lec- 
tures”; which committee, at the present time, con- 
sists of Doctors James F. Churchill of San Diego, 
J. Homer Woolsey of Woodland, Robert T. 
Legge of Berkeley (chairman), and, ex officio, 
the Association Secretary. This committee made 
a report, addressed to the members of the compo- 
nent county societies, and printed on page 45 of 
the January number of CALIFORNIA AND WESTERN 
MeEpIcINE, to which attention is once again called, 
both because of the importance of the subject 
and the desirability of county society codperation. 
Every such unit might well have a standing com- 


* Editorials on subjects of scientific and clinical inter- 
est, contributed by members of the California Medical As- 
sociation, are printed in the Editorial Comments column, 
which follows. 
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mittee on postgraduate study, whose function 
would be to aid in bringing the efforts of the 
State Central Committee to happy fruition. 

Chairman Legge and the Association Secre- 
tary, who are, naturally, at the members’ service 
and will welcome any helpful suggestions, are par- 
ticularly anxious to render all possible aid in sup- 
plying speakers to talk and demonstrate 6n topics 
of general or local interest. This year’s plans of 
the California Medical Association Committee on 
Extension Lectures contemplate something more 
than merely printing, as heretofore, a list of lec- 
turers, from which the program committees of 
component societies could choose an occasional 
“extra-county” speaker for a monthly program. 
It is hoped to change so haphazard a method and 
to bring about real interest in postgraduate studies 
throughout the entire State by not only having 
lists of speakers, but by assigning them to as many 
communities as possible for one- and two-day 
postgraduate sessions. 


* * * 


Every County Medical Society Should Coéper- 
ate.—It is designed that the president and secre- 
tary of each county society, acting with the local 
committee, if such exists, should submit a report 
at the next monthly meeting, and then communi- 
cate with the Association Secretary so that the 
proposed extension work may be started. The 
interesting item on postgraduate study (printed 
on page 43 of the January issue) might well be 
read at each county society meeting, because it 
not only explains the need of supplementary study 
and research for almost everybody, but makes 
clearer why, through lack of such study, many 
licensed practitioners fail to become affiliated with 
medical organizations. Postgraduate application is 
very necessary since it makes not only for indi- 
vidual improvement, but for development of a 
stronger and better expression of scientific and 
organized medicine. 

Because the committee, of which Doctor Legge 
is chairman, is anxious to serve the Association 
everywhere, it is to be hoped that county society 
officers and members will give whole-hearted and 
early cooperation. 


THE LEGISLATURE IS IN SESSION 


Report on Proposed Public Health Legislation 
Not Yet at Hand.—The California Legislature is 
in session, but at the time of this writing the 
legislative hopper is still comparatively empty. 
Before January 26, however, when the January- 
February recess may be expected to commence, 
unless this year’s legislature is different from its 
predecessors (which it most likely is not), a com- 
plete assortment of prospective laws will have been 
placed on file. In due time, thereafter, the Cali- 
fornia Medical Association's officers will bring to 
the attention of county societies those measures 
having a bearing on public health and medical 
matters. 
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What California Medical Association Members 
Can Do During the Constitutional Recess.—Dur- 
ing this period of thirty days (from January 26 
to February 26), devoted to a constitutional recess 
of one month, many State Senators and State 
Assemblymen will be in residence in their home 
communities, and attention is called to the De- 
cember issue, page 431, where will be found a com- 
plete roster, with home residential directory, of 
the present fifty-first California Legislature. Why 
not, therefore, get the names of your Senator and 
Assemblyman and make an effort to meet and 
establish cordial relationships with them? You are 
one of their constituents, and because of your 
profession and influence, each will have every 
reason to be happy to meet you. You may wish 
later on to communicate with them formally, and 
such prior personal acquaintance would add to the 
value of any letter you might send them. There 
is little legitimate reason for the passage of ob- 
noxious public health legislation, and much of 
such would die in committee in both Senate and 
Assembly were the makers of the laws but better 
informed on the need thereof—and thus our legis- 
lators might well be, if physicians would main- 
tain those familiar and confidential relationships 
with both Senate and Assembly members, to which 
so generous and altruistic a profession as that of 
medicine is entitled. Avail yourself, therefore, in 
the recess month of February of the opportunity 
to meet the legislative representatives in whose 
districts you vote. 


C. M. A. HOUSE OF DELEGATES, IN SPECIAL 
SESSION, TO HEAR THE REPORT OF 
THE COMMITTEE OF FIVE 


Action of the Riverside Annual Session—At 
last year’s annual session of the California Medi- 
cal Association at Riverside, the subject of health 
insurance was the major topic of discussion in 
the House of Delegates; and the seriousness with 
which the theme was considered is evident in 
the action taken, that a special survey committee 
be appointed with authority to spend of the As- 
sociation’s funds, such sums as the committee, the 
Council concurring, deemed necessary to carry its 
work to proper conclusion. 

Since then every member of the California 
Medical Association has received questionnaire 
blanks calling attention to what the Committee of 
Five is trying to do, in the collecting of accurate 
and comprehensive facts and figures on the inci- 
dence of sickness in California, and its related 
social welfare and economic features. In addition 
to procuring the information expected from phy- 
sicians, it has been possible, through codperation 
with the California State Board of Health, to in- 
stitute a field survey covering twenty-five coun- 
ties; this work, secured through federal aid, being 
done at a cost of more than $60,000. 


* * * 
The Work of the Committee of Five——The 


Committee of Five (consisting of Doctors Molony, 
Peers, Kilgore, Yoell, and Wilson), which has 
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been in charge of this important work, has kept 
to itself its tentative findings; the Council of the 
Association authorizing funds when needed, while 
brief reports on general progress were made. 

That the collecting of factual information, such 
as is being gathered by the California Medical 
Association, is no easy task, is attested by the 
several years found necessary for the national 
Committee on the Costs of Medical Care (of 
which President Ray Lyman Wilbur of Stanford 
was chairman) to assemble the data collected for 
its voluminous reports. The California Medical 
Association’s Committee of Five has been imbued 
with the seriousness of its responsibilities to both 
the people and the medical profession of the 
State; but while it has been making all possible 
effort to expedite the gathering of the informa- 
tion desired so that economic and other experts 
could compile and make deductions therefrom, 
it has been firm in its intention not to expend 
money wastefully, through haste, that would lead 
only to possible inaccuracies such as might invali- 
date the data and findings. In taking this stand 
we believe the Committee of Five has the cordial 
and almost unanimous approval of the members 
of the California Medical Association. 


*x* * * 


Special Session of the House of Delegates at 
Los Angeles on March 2.—These lines are writ- 
ten at a time when the general officers and 
councilors of the Association know no more of 
what will be in the report of the Committee of 
Five than do the members at large. Nor has any 
attempt been made to find out beforehand what 
trend the investigations are taking or what will 
be the conclusions or recommendations brought 
in to either the Council or the House of Dele- 
gates. There is every reason to believe, however, 
that the money disbursed has been wisely ex- 
pended and that the factual information that now 
is being gathered will prove of great value not 
only to California, but to other states in the 
Union; and on that account the final report is 
awaited with keen interest. 

7 7 g 

Since writing the above, a progress report has 
been made to the Council (at the meeting of 
January 19) ; and after hearing the same the Coun- 
cil voted to call an extra session of the House of 
Delegates for a meeting to be held at Los Angeles 
on Saturday, March 2, at which time definite re- 
ports and recommendations will be submitted.* 


*See page 126 for the official call to the special session 
of the House of Delegates. 


Both modern public health and modern medicine 
grew out of the earlier chaos slowly and painfully 
indeed, developing in consonance with the develop- 
ment of the sciences fundamental to biology—anatomy, 
physiology, physics, chemistry. Just as these sciences 
relate to each other, yet have each also huge areas in 
which they seem wholly distinct, so public health and 
medicine correlate in many points, mutually support 
and aid each other, yet have huge fields each-of their 
own.—H. W. Hill, M. D. 
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CONFUSION OF PARTIAL HEART-BLOCK 
WITH EXTRASYSTOLES 


Premature ventricular contractions, so-called 
extrasystoles, are frequently of little significance 
as to prognosis or treatment, particularly when 
they occur in young individuals. Heart-block of 
any degree, however, and at any age, is more sig- 
nificant, and indicates a definite myocardial lesion 
except in those cases of short duration due to 
toxemia or similar noxious influences. The former 
very frequently, if not in most cases, requires no 
treatment and may even be neglected without any 
resultant harm; the latter demands caution in 
prognosis and treatment always, not necessarily 
medical, however, as rest in bed may be sufficient 
in a mild case, especially when of a toxic nature. 


There are many individuals, usually in or about 
the second decade of life, who present the appear- 
ance and history of what commonly passes under 
the name of neurocirculatory asthenia, or more 
colloquially “nervous heart” or “irritable heart.” 
They very frequently show extrasystoles on aus- 
cultation, or what seem to be extrasystoles. These 
extra beats are diagnosed according to the general 
appearance of the case, and dismissed with a pre- 
scription for bromides or I. Q. and S. 


Lutembacher, in a recent number of La Presse 
Médicale. cites a case of this nature in which 
the electrocardiogram showed the apparent extra- 
systoles to be really due to a two to one heart- 
block. To quote him: “It concerns a young girl 
of thirty years. She complained of sudden attacks 
of malaise and dizziness. The blood pressure was 
normal; an irregularity in cardiac rhythm was 
considered to be extrasystoles due to reflex phe- 
nomena of digestive origin. For many months 
the patient submitted to the most varied regimens 
and took many medicines, without result. 


“As the cardiac disturbance progressed, digitalis 
was proposed. However, with the prolonged ad- 
ministration of this medicine, grave symptoms ap- 
peared suddenly, such as attacks of syncope. with 
epileptiform accompaniment. The cardiac rate was 
considerably decreased. These attacks continued 
for more than eight days, when they began to 
decrease in proportion to the elimination of the 
digitalis from the body. 


“In spite of this warning, nothing was done to 
determine the precise nature of the arrhythmia. 
Months passed. The patient experienced a synco- 
pal attack in the street. . . . Then an electrocar- 
diogram was taken. It revealed an incomplete 
block, and explained all the phenomena observed, 
the malaise, the dizziness and the sudden aggra- 
vation of the trouble under the influence of 
digitalis. . . 





* This department of CALIFORNIA AND WESTERN MEDI- 
CINE presents editorial comment by contributing members 
on items of medical progress, science and practice, and on 
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“In this case there was no sign of cardiac in- 
sufficiency authorizing the use of digitalis; the 
heart was not enlarged and there was neither 
dyspnea nor signs of stasis.” 


The history of this case revealed nothing in 
the patient’s past or family that would give a clue 
to the etiology, but as the patient had had three 
miscarriages mercury was administered, in spite 
of a negative Wasserimann, and the symptoms dis- 
appeared ; the block disappearing entirely after six 
months of treatment. 

As Lutembacher says, “For a long time, precious 
time was lost and the patient exposed to the 
danger of a sudden death. The study of ventricu- 
lar rhythms . . . is not a vain, theoretical specu- 
lation; it leads to practical deductions of the 
greatest interest.” 

746 Francisco Street. 

Louts BALTIMORE, 


Los Angeles. 


GROUND BONE AS FOOD AND MEDICINE 


During the past twenty-five years it has been 
my good fortune to observe the effects of the 
administration of fresh and dried bone, mechani- 
cally reduced to a suitable size for administration 
to humans, both as a food and a medicine. Ex- 
periments on dogs and cats demonstrate the neces- 
sity of bone as a part of the diet of all flesh-eating 
animals, to maintain a normal condition of health; 
and as man, especially the Anglo-Saxon and we 
modern polyracial Americans, are liberal con- 
sumers of the flesh of animals, birds, fish and 
other animal foods, the necessity for a certain 
amount of calcium (bone) to help balance our 
diets and maintain a normal calcium balance, is 
obvious. We find a large proportion of children, 
and not a few adults, suffering from a calcium de- 
ficiency, although seemingly fed on a well-balanced 
diet of protein, carbohydrate, hydrocarbon, water, 
etc., in proper proportions. All carnivorous ani- 
mals, as above stated, require raw bone in their 
diets. Even the baby walrus in the San Diego 
Zoo had to be fed on a diet of shellfish, princi- 
pally clams with the shells crushed, to keep down 
excessive stomach acidity and prevent him from 
having pain and colic as soon as his milk-feeding 
days were over. How to feed bone to humans 
became a problem. We moderns cannot gnaw 
bones, as did our primitive and, later, semi-wild 
ancestors, and we might balk at using scraped deer 
horn, as the Chinese have done for several thou- 
sand years. With the Chinese this form of calcium 
is a great medicine. Cooked bone being worthless, 
newly scraped bone was used. Each day a piece of 
fresh, clean bone was rasped or scraped until about 
a teaspoonful was obtained. This was fed in mush, 
puddings, jelly or some protective covering, to 
insure ease in swallowing. 

Today there are on the market several prepara- 
tions of ground beef bone, which have been treated 
in vacuum pans, and is a very good substitute for 
the fresh bone. It does the work, is easy of ad- 
ministration, but is not quite as effective as the 
freshly prepared article. 
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Uses: Any child or adult who is suffering a 
calcium deficiency, no matter what the physical 
symptoms or pathology may be, can be normal- 
ized and restored to a healthy balance by the daily 
administration of ground bone. The dose is not 
limited, for the gastric juices can only take care 
of sufficient to bring about a normal calcium bal- 
ance, and any excess will be passed on as harmless 
residue with the other undigested elements of the 
food. 


In malnutrition, rickets and other faulty bone 
development, delayed dentition and skin diseases 
which are due to nutritional disorders, a daily 
dose of ground bone will work a marked change 
when combined with other necessary hygienic and 
dietetic measures. Appetite and digestion are im- 
proved, body building, bone and muscular de- 
velopment are augmented, and they seem to take 
on new life. 


The writer has several boys and girls under 
observation who have had a small daily dose of 
ground bone ever since they were one year old, 
the oldest being eight years ; ‘all are phy sically per- 
fect, without carious teeth—in fact, have perfect 
dentures—and all are unusually free from infec- 
tious and epidemic diseases. 


In tubercular diseases, especially of the lungs, 
ground bone, in teaspoon doses along with other 
appropriate measures, hastens the arrest of the 
malady and the early calcification of the tubercu- 
lous area. All my tuberculous patients receive 
raw, scraped or chopped meat, raw fertile eggs 
and two daily doses of ground bone, in addition 
to other accepted methods of treatment. 


In gastric ulcer a very finely powdered bone 
is a perfect antacid, and can be given freely to 
effect, to counterbalance excessive acidity; and 
together with proper diet will help heal those 
annoying ulcers. Ulcers and infections of other 
parts of the body can be helped by the adminis- 
tration of ground bone, since in all such cases a 
calcium deficiency usually exists. 


To my mind, after years of experiment and 
observation, there can be no question that we 
humans, feeding as we do, should partake of a 
portion of fresh ground bone to help maintain 
our body calcium balance, as do the carnivorous 
animals who follow the law of nature by eating 
not only the flesh of their prey, but some of the 
bone, glands and, at times, the viscera as well. 


533 Mendocino Avenue. 
W. C. SHIPLEY, 


Santa Rosa. 


DIET IN UROLOGY 


The role of diet in the treatment of genito- 
urinary diseases is receiving increasingly greater 
prominence. Some of the older dietary principles, 
such as the forcing of fluids in infections, laxa- 
tive diets and avoidance of foods irritating to the 
urinary mucosa, still hold a prominent place in 
the urologist’s treatment armamentarium. The 
proper type of forced feeding is frequently of 
value for the debilitated prostatic; or a blood- 
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building dietary will often go far toward pre- 
paring the patient with a malignancy for surgery. 

In patients who have a tendency to develop uric 
acid calculi, a purin-free diet is indicated. Alka- 
linization, or acidification of the urine, is often 
desirable, the former in infections, especially the 
cocci group, or in patients with oxalate stones, 
and the latter in those with a bacillary infection or 
infections having phosphatic stones. These changes 
in reaction of the urine can often be brought about 
or aided by the proper diet. 


Recent investigations have added still more to 
this field. Helmholtz found that a ketogenic diet 
consisting of 80 per cent fat will often sterilize 
the urine to such an extent that a urinary in- 
fection is eradicated. Bliss, Livermore, Prather, 
and others, have demonstrated that a diet deficient 
in vitamin A will produce urinary calculi in rats. 


When considering the importance of both the 
old, accepted dietary principles, and the more re- 
cent developments in this field, it is evident that 
diet does have a very definite place in the treat- 
ment of genito-urinary diseases, and should be 
used more extensively. 

707 Medico-Dental Building. 


Rocer W. Barnes, 


Los Angeles. 





Action of Milk Injections in Gonococcic Infections.— 
The therapeutic efficacy of milk injections in gonor- 
rhea, and particularly in the metastatic eye disorders, 
induced Buschke and Casper to study the action mecha- 
nism of milk injections in animal experiments. Studies 
on white rats disclosed that prophylactic intraperito- 
neal injections of milk protect the majority of the 
animals against a gonococcic infection induced with 
ten times the lethal dose. This could perhaps be inter- 
preted as indicating an active immunity conferred on 
the animals by the milk injections. However, the 
authors point out that milk therapy has no influence 
on urethral gonorrhea, while it is highly effective in 
gonorrheal conjunctivitis, and that specific gonococcus 
vaccines do not influence the metastatic eye diseases 
of gonorrhea. Thus the action of milk cannot be con- 
sidered due to the production of a specific immunity. 
The authors assume that the gonococcus produces cer- 
tain toxins and that the milk checks the formation of 
toxin in the organism. By influencing the reticulo- 
endothelial system, it stimulates the leukocytes to 
phagocytosis and to the formation of protective sub- 
stances.—Klinische Wochenschrift. 


Cats and Scientists Give Verdict of “Wholesome” on 
Toledo Relief Meat—Sixteen healthy cats, several 
laboratory food specialists, and a number of trained 
meat inspectors, including a specialist on canned 
meats, have returned a verdict of “wholesome” in 
favor of the relief meat distributed in Toledo, Ohio, 
and vicinity, where suspicion was recently aroused be- 
cause of a number of cases of illness among children. 
The cats took an important part in checking up the 
evidence because they are dainty eaters and have been 
found the most effective test animals in food cases of 
this type. Local authorities had used mice in making 
preliminary tests and on the basis of their results had 
issued a statement that the meat was bad. Mice, say 
the Federal authorities, are not as dependable as cats 
for testing meat. Cats usually refuse even slightly 
spoiled meat, but if they do eat bad meat their reac- 
tions are immediate and unmistakable. . . —United 
States Department of Agriculture Press Service. 
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OFFICIAL NOTICES 


Special Meeting of the House of Delegates.—The 
following is the official call for a special meeting of 
the House of Delegates: 


OFFICIAL CALL FOR SPECIAL MEETING OF THE HOUSE OF 
DELEGATES OF THE CALIFORNIA MEDICAL 
ASSOCIATION 


To Officers, Delegates, and Members of the California 
Medical Association, Greetings: 

The Council of the California Medical Association 
hereby issues and gives official notice of a call for a 
special meeting of the House of Delegates of the Cali- 
fornia Medical Association, in the following resolution 
adopted by the Council at its meeting on January 19, 
1935: 

Wuereas, Pending and proposed Federal and State 
legislation related to medical care and medical serv- 
ices makes it imperative for the California Medical 
Association to formulate principles and policies that 
will declare its position in regard to such legislation; 
therefore be it 

Resolved, That the Council of the California Medical 
Association, under provisions stated in Article IX, 
Section 5, of the Constitution, direct the Association 
Secretary to issue a call for a special meeting of the 
House of Delegates to convene at 1 p. m. on the 
second day of March, 1935, in the city of Los Angeles 
at the Los Angeles County Medical Association build- 
ing, 1925 Wilshire Boulevard; and be it 

Resolved, That the object of such special meeting 
shall be: 

(a) To receive and consider the report of the Com- 
mittee of Five and to take such action thereon and to 
formulate such principles and policies in regard to 
health insurance, medical services and medical care 
as the judgment and wisdom of the delegates may 
determine to be for the best interests of the public 
and the members of the Association. 

(b) To transact such other business of the Associ- 
ation as may be transmitted to the House of Delegates 
by the Council of the Association; and be it 

Resolved, That the order of business shall be as 
follows: 


1. Call to Order. 


2. Report of Credentials Committee. 
3. Roll Call of Delegates. 
4. Reading of the Call. 
5. Report of the Committee of Five. 
6. Resolutions. 
7. Council Communications. 
8. Report of Reference Committee. 
9. Adjournment. 
(Signed) T. HeNsHAw Ke tty, Chairman. 


E. M. Patrette, Speaker. 
C. G. ToLanp, President. 
Attest: Issued January 29, 1935. 
San Francisco, California. 
F. C. Warnsuuts, Secretary. 
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This call and instructions pertaining to credentials 
and selection of delegates have been sent to every 
delegate elected for the 1934 meeting of the House of 
Delegates and to every county secretary. To be seated, 
delegates must secure credentials from their county 
secretary and present their credentials to the Cre- 
dentials Committee on February 16, 1935. 


* * * 


To the Members of the House of Delegates of the 
American Medical Association.—In compliance with 
the official request of the Board of Trustees that the 
House of Delegates be convened in special session, | 
as Speaker, under authority of Chapter III, Section 2, 
of the By-Laws, hereby officially call the House of 
Delegates of the American Medical Association to 
convene in special session in the city of Chicago, State 
of Illinois, at 10 a. m., central standard time, on the 
fifteenth day of February, 1935. 


The business to be transacted at this special ses- 
sion shall be limited to the consideration of the social 
and economic policies of the Association as related 
to pending and proposed legislation, to sickness insur- 
ance and to other matters which may be submitted 
by the Board of Trustees. 

The House shall remain in session, recessing from 
day to day, until its deliberations are concluded. 

Signed and issued in 
January 21, 1935. 


San Francisco, California, 


Freperick C. WarNsHultIs, M. D., 


Speaker, House of Delegates, 
American Medical Association. 


* * * 


Make Annual Session Reservations Now. — There 
is every indication that there will be a splendid at- 
tendance when the California Medical Association 
meets in Yosemite Valley, May 13 to 16. Already 
there is a waiting list for reservations at the Ahwahnee, 
which will be the convention headquarters. Reserva- 
tions being confirmed currently are being made at 
Camp Curry and at Yosemite Lodge. 


Since accommodations at the Ahwahnee could take 
care of only two hundred persons, it was understood 
that the larger number of delegates and wives would 
stop at Camp Curry, where some of the meetings, in- 
cluding the general sessions, will be held, and at 
Yosemite Lodge. Camp Curry is a ten-minute walk 
or about a three-quarter-mile drive from the Ahwah- 
nee, and Yosemite Lodge is about one mile west. 
Both places have comfortable accommodations with 
bath. Camp Curry has detached, two-bedroom bunga- 
laws with either tub or shower baths; redwood cabins 
and tent-cabins without bath. The bath cabins at 
Yosemite Lodge are comparable to the Camp Curry 
accommodations. All bath cabins are heated electri- 
cally. Write for your reservations today. 


MONTH’S ACTIVITIES 


Council—The regular January meeting of the Coun- 
cil was held in San Francisco on January 19. In addi- 
tion to routine business, special consideration was 
given to the report of the Committee of Five, legisla- 
lative proposals and a special meeting of the House 
of Delegates. On January 20 a special committee of 
the Council conferred with the Senate’s Interim Com- 
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mittee in Sacramento. The Executive Committee of 
the Council, the trustees of the Association, the Com- 
mittee on Public Relations, convened in the Associ- 
ation’s offices on January 18. Official minutes of these 
meetings will appear in the March issue. This issue 
contains the minutes of the December Council meet- 
ing. The Council will hold a special meeting in Los 
Angeles at 10 a. m. on March 2, 1935, before the 
special meeting of the House of Delegates. 

The Association’s Special Committee on Practice of 
Radiology and Pathology in Hospitals met with a 
committee representing the California hospitals of the 
Western Hospital Association on January 17. Another 
meeting will be held February 2, when it is anticipated 
that an agreement will be reached upon regulations 
governing these hospital departments. 


? 7 ¢ 


Council Meetings—The Council met on December 
22 and 23 and January 19 and 20. See minutes in last 
month’s and this month’s issue. 


7 v 7 


Scientific Program Committee.— The Scientific Pro- 
gram Committee met on January 27 and adopted a 
program for the annual session, May 13 to 16. 


¢ 7 vy 


County Meetings—The Secretary attended the fol- 
lowing county meetings: Sacramento and Alameda 
counties, and on January 16 addressed the San Fran- 
cisco Y. W. C. A. 


7 7 7 


SERA State Plan for Medical Care—As this issue 
goes to press there is an impasse because of the 
vacancy in the office of State Administrator. There is 
no one in authority to approve the proposed state-wide 
plan of medical care. An appeal has again been made 
to Washington. Your Association’s Advisory Com- 
mittee is persistently pursuing its insistence that a 
State plan for providing medical care must be inaugu- 
rated. 

? v v 


Eastern Meetings.— The annual conference of the 
Council on Medical Education and Hospitals and State 
Licensing Boards will be held under the auspices of 
the American Medical Association in the Palmer 
House, Chicago, on February 18 and 19. The Ameri- 
can Medical Association trustees meet on February 
20 and 21. 


7 7 7 


Federal Health Program.—QOn January 7, United 
States Senator Black introduced the following reso- 
lution that apparently indicates that the Federal Gov- 
ernment is without sufficient information upon which 
to draft a health insurance law: S. R. 28: 


Resolved, That the Committee on Education and 
Labor of the Senate is hereby directed and instructed 
either acting through the full committee or through a 
duly appointed subcommittee, as soon as practicable, 
to make full and complete investigation in order to 
determine the best and most effective kind of federal 
legislation to provide a system of health insurance 
throughout the entire United States and to report to 
the Senate as early as practicable the recommenda- 
tions outlining the kind of legislation it is believed will 
most effectively accomplish this purpose.” 


? 7 7 


Advertisers —The Codperative Medical Advertising 
Bureau of Chicago urges, in a letter dated January 9, 
that county secretaries request their members to an- 
Swer and patronize State JourNAL advertisers. Such 
cooperation is solicited. Unless advertisers receive 
reasonable returns upon their copy their contracts for 
space will be discontinued and the Journat will suffer 
trom loss of income. The Council appeals to all mem- 
bers to respond by contacting our advertisers. 
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Legislation —Legislative developments will be trans- 
mitted as they arise to county officers. These com- 
munications should be accorded prompt attention and 
action. 


7 7 oA 


Special Meeting of the House of Delegates of the 
American Medical Association—On January 21 a call 
was issued for a special meeting of the House of Dele- 
gates of the American Medical Association in Chicago 
on February 15 and 16, the purpose being to consider 
pending and proposed federal and state health insur- 
ance legislation. 

California will be represented by its seven delegates. 
It is hoped that the deliberations and the actions re- 
corded at this special meeting will be of helpful value 
in solving related problems in California. 


STATE AND COUNTY SOCIETY ACTIVITIES 
EDUCATION IN YOUR RECEPTION ROOM 


An awakening on the part of physicians as to their 
responsibility for educating the public in regard to the 
truths of scientific medicine, its resources for the pro- 
longation of life and the prevention of disease is being 
perceived. This responsibility lies with every phy- 
sician. There is need for wider dissemination of this 
knowledge and for more physicians to assume the role 
of teachers. 


Your reception room can and will serve as a medium 
and you can make it an effective factor in the educa- 
tion of the public. It will require only a little thought 
and time on the part of physicians. A few suggestions 
and thoughts are advanced by way of illustration. 

Pictures—Adorn some of your reception-room walls 
with pictures of Pasteur, Lister, Osler, Welsh, Bant- 
ing, and other recognized investigators. Then on a 
card type a short biographical sketch of each man and 
state his outstanding discovery and what that has 
meant to modern medicine and public health. 


Magazines.—Place upon the reading table approved 
magazines and articles that impart medical truths and 
medical information. The following are a few sug- 
gestions: Hygeia, bulletins on diphtheria, cancer, quack- 
ery, propaganda for reform, public health bulletins, 
etc. If you will write in, a list of suitable literature 
printed by the American Medical Association will be 
sent you. 

Membership Certificate—Display your certificate of 
membership attesting to your affiliation with your 
county and state medical organizations (new this year). 
In doing so you impart the existence of your county 
medical society and reflect your professional standing. 


Use your reception room to educate the public. It 
can be made a powerful factor, a convincing factor and 
teacher in health education. 


¢ ¥ @ 
IVY EXHIBIT 


Members are requested to urge their senators and 
assemblymen to visit the Ivy Exhibit on Animals’ 
Contribution to Human Health on exhibition in Sacra- 
mento. This exhibit, as Editor Kress has commented 
in previous issues, visualizes impressively that which 
has been contributed toward health conservation and 
disease prevention by scientific research and study. 
Seeing this exhibit should convince legislators and 
others that laws should not be enacted to hinder or 
prevent continuation of such scientific investigations. 


t + & 
NO SUCH THING AS STANDING STILL 


“Physicians can be divided into two great groups: 
there are those that are learning and those that are 
forgetting, those that each year know more and those 
that each year know less. There seems to be no third 
group, those that are stationary. 


“A few physicians increase in knowledge from-within 
and grow from their own doing. These are the innate 
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investigators. The rank and file require outside help 
to grow and to progress. Books, meetings, contacts, 
discussions, teachers, are our armamentarium of prog- 
ress. Like the ‘spring tonic’ of past days, all of us 
need some of this medicine, at least annually, better 
if it comes more frequently. A large majority of phy- 
sicians know their need and seek treatment. Post- 
graduate instruction is a potent prescription to this 
end” (Journal of the American Medical Association). 


The foregoing is one of the thoughts and objectives 
underlying the program now being supervised by the 
Association to provide postgraduate opportunities for 
its members. Plans are being developed for the ex- 
pansion and extension of this program. The end 
sought is to make these opportunities available to all 
members in convenient centers in the State. Will you 
cooperate? 
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HEROES FOR SCIENCE 


Medical history records numerous instances where 
physicians in the interest of science have undergone 
physical risks and suffering, and even met death, in 
research investigations and studies. Would that the 
public might be truly informed as to these heroes for 
science. 


These reflections were kindled anew after reading in 
the December, 1934, Archives of Internal Medicine the 
personal and physical reactions of A. W. Blair, M. D., 
of University, Alabama, who deliberately arranged to 
be bitten by a female spider Lactrodectus mactans. 

The following are a few extracts of his personal 
observations and those of his associates: 

At 10:45 a. m. he sustained the bite. 

11:18 a.m. Pain extending up arm and chest. 
11:55 a. m. Definite epigastric pains. 
12:00 noon. Fall in blood pressure and weak pulse. 


. Agonizing pain in abdomen, back and 
legs. Taken to the hospital. 


. In profound shock, pulse uncountable. 


. In excruciating pain. Pulse 150; labored 
respirations. 


November 13—An evening and night of extreme suffer- 
ing in spite of morphin, face swollen, eyes red and watery, 
albumen in urine. 


4 p. m. Pain, flushed, swollen face, tongue coated, fetid 
breath, nauseated, tense abdomen. 


November 14—Restless night—rheumatoid pains in leg, 
sweating, and weakness, abdomen tense. 


November 15—Home in ambulance. 
November 20—All symptoms cleared up. 


These few extracts impart but a meager picture of 
what occurred in this eight-day period recorded in 
five printed pages of clinical notes. They do, however, 
add one more name to the roll of heroes for science. 
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“IF YOU FAIL US WHERE SHALL WE TURN?” 


This was the question recently propounded by a 
governor while he was addressing a medical meet- 
ing, and he went on to say: 

“We don’t pay much attention to the heroes of medi- 
eine who have done wonderful things. Your profession 
needs to take definite steps to keep the public well in- 
formed of the progress of medicine and instruct the peo- 
ple how to discover the men most competent to practice 
the healing art. 


“Every time a citizen strays into the hands of a quack 
or an incompetent practitioner he comes away with a 
lowered opinion of the title ‘Doctor.’ It would be a great 
day if some time a layman could open the door of any 
physician’s office and know in this State the standards 
are the highest and the title of ‘Doctor’ cannot be usurped 
by any ambitious fellow, half-trained in medicine and im- 
properly grounded in the essentials of medical education.” 

This is a direct challenge to organized medicine. It 
can be answered by efforts directed toward the se- 
curing of a qualification law for all who seek to attend 
the sick. In this quest we will have the support of 
all thinking persons. Every member is urged to aid 
to attain that goal, for we shall not fail the public. 
A preliminary draft of a proposed qualification law 
has been sent to every county society for study and 
comment. 
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MAILING LISTS 


The Association now has a list of all licensed phy- 
sicians in California—some eleven thousand. This list 
is in the form of addressograph plates, containing the 
names of our members as well as the names of phy- 
sicians who are not members. It is revised monthly. 

Members desiring to mail reprints, questionnaires, 
literature, etc., to California physicians can arrange to 
secure this mailing list, or have envelopes addressed 
at the Association’s offices. A very reasonable charge 
is made to cover the cost of labor. 


Y wt @ 
CHANGE OF ADDRESS 


Members are urged to notify the State Secretary of 
changes in their address. 

Every month copies of this JourNnaL are returned 
because the post office reports the member has moved. 
This entails an expense, because the post office charges 
for notices of nondelivery. So won’t you please aid 
in avoiding this expense by sending in a post card 
giving your new address? Last month it cost the 
Journat $16 because members failed to report their 
new address. 
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YOUR OFFICE AS A HEALTH CENTER 


There is great need for extended application of pre- 
ventive health measures. Information at hand evi- 
dences that the people do not receive nor do the phy- 
sicians give preventive advice and treatment in the 
extent that society should receive and benefit from its 
administration. 

It is true that patients are not always able to pay 
the usual fee for this advice and treatment. It is also 
true that many physicians have idle time on their 
hands. In several States the following plan is in 
operation. 

The physicians announce that on certain days and 
during certain specified hours, outside of regular office 
hours, they will examine, advise and treat patients un- 
able to pay the usual fees for chest examinations, 
tuberculin tests, vaccination toxoids and typhoid im- 
munizations, and other prophylactic measures for a 
reduced fee. 

Physicians arrange to be in their offices during these 
fixed hours and in groups, as is done in clinic, these 
preventive services are rendered. 

These special hours are advertised by an educational 
campaign in the press before Parent-Teacher Asso- 
ciations and in notices sent to parents under the auspi- 
ces of the county society. 

Where these special office hours have been arranged 
physicians report pleasing results and increased in- 
come. At seventy-five cents, or a dollar or some such 
cash fee, many men have increased their income by 
$15 to $30 in these special hours. 

The subject may well be considered by county socie- 
ties with a view to adopting the plan. 


wor 
ETHICS 


The principles of medical ethics and the provisions 
in the constitution and by-laws of county and state 
medical associations governing the conduct of mem- 
bers have enabled the medical profession to maintain 
a high morale within its membership. These two pro- 
visions have stood the test of time, and are accredited 
as having been important factors in maintaining a high 
standard of professional integrity and dependability. 
They insure to the public sound and safe principles of 
practice and also assure the public a sustained interest 
in its health welfare. 

The very nature of the profession’s relationship to 
the public demands the observation and conforming 
to by its members of these guiding rules and princi- 
ples of conduct. Without them public confidence could 
not be maintained. 

A physician voluntarily affiliates with his medical 
society. One of the conditions of membership is that 
he agrees to accept and abide by the principles of 
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ethics and the rules of professional conduct and will- 
ingly agrees to place himself under their disciplinary 
provisions. No unreasonable demands are made. The 
provisions are such that any honorable physician 
promptly recognizes them as being an acceptable 
standard of integrity and honorableness and accepts 
them as agreeable ideals for his professional career. 

Whenever a member, by his conduct and profes- 
sional activities, infracts these principles and rules of 
conduct in a flagrant and persistent manner and no 
longer observes them in his dealings with the public 
and his patient, he becomes liable to disciplinary pro- 
cedure. It is the same course that is observed by 
churches, lodges, fraternities, and clubs. 


Y =f 
WORTH PONDERING OVER 


Tom and Tabby are said to have nine lives. The 
copy-cat has at least ninety and nine, is ubiquitous 
and, of all domestic animals, the most prolific and 
annoying. 

* * * 


Midnight electric light augments the students’ re- 
sponsibilities as well as pleasures. Unless handicapped 
by the softening influences of luxury he should accom- 
plish vastly more than a Lincoln, whose evening read- 
ing was by firelight. a 

. 


If it is true that a disconcerting beginning con- 
tributes to a favorable termination it is probable that 
this is through promoting greater caution on the way. 


* * * 


The foregoing are sayings of a septuagenarian. 


There is a pressing need to recognize that govern- 
ments exist to be supported by the people and not to 
support its people. Our perniciously acquired habit of 
endeavoring to “thumb” all we can from the govern- 
ment is fundamentally unsound. The same principle 
applies to organized effort as represented by our 
county and state medical organizations. The basic 
principle is “to give,” not “get.” 


There are several famous health museums in foreign 
countries. There were none of note in this country 
till November, 1934. During that month a movement 
to give America its own museum of hygiene got under 
way in Chicago. With but one exception (a foreign 
exhibit) all the medical and health exhibits of the 
Century of Progress will be placed permanently in the 
large Rosenwald Museum. It should become a factor 
in teaching health. 


COUNCIL MINUTES 


Minutes of the Adjourned Two Hundred and 
Twenty-Ninth Meeting of the Council of 
the California Medical Association 


The following minutes were approved by the Council 
at its two hundred and thirtieth meeting, held at San 
Francisco, Saturday, January 19, 1935. 


Held in Assembly Room 214, Hotel Sir Francis 
Drake, San Francisco, Saturday, December 22, 1934, 
at 9:30 a. m. 

Present.—Doctors Clarence G. Toland, president; 
Robert A. Peers, president-elect; Edward M. Pallette, 
speaker; T. Henshaw Kelly, chairman of the Council; 
Karl L. Schaupp, chairman of Executive Committee; 
Councilors W. W. Roblee, Carl L. Howson, Henry J. 
Ullmann, Fred R. DeLappe, Alfred L. Phillips, O. D. 
Hamlin, C. E. Schoff, Henry S. Rogers, Harry H. 
Wilson, C. O. Tanner, William H. Kiger, Morton 
R. Gibbons; Charles A. Dukes, chairman of Com- 
mittee on Public Relations; George H. Kress, editor; 
*. C. Warnshuis, secretary; and Hartley F. Peart, 
general counsel. 
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Absent.—Dr. Junius B. Harris, because of illness. 

1. Call to Order—The two hundred and twenty- 
ninth adjourned meeting of the Council was called to 
order by the chairman, T. Henshaw Kelly. 

2. British Medical Association.—The secretary stated 
that in reply to his request for information regarding 
the proposed tour of the United States by the British 
Medical Association, the American Medical Associ- 
ation advised that the British Association would be in 
this country during the first week of August, 1935, and 
planned to stop in San Francisco and Los Angeles. 

Action by the Council—On motion of Ullmann, 
seconded by Dukes and unanimously carried, the fol- 
lowing resolution was adopted: 

Resolved, That a Committee of Eight be appointed 
by the president to arrange for the entertainment and 
comfort of the British Medical Association while in 
California. 

The president appointed as members of the com- 
mittee: Robert Peers (chairman), Harry H. Wilson, 
J. C. Geiger, R. Makinson, T. H. Kelly, Edward M. 
Pallette, W. W. Roblee, C. G. Toland, and F. C. 
Warnshuis. 

3. Western Hospital Association.— A letter from 
the Western Hospital Association asking the Cali- 
fornia Medical Association to participate in a joint 
conference in February, was read. 

The secretary was instructed to write the Western 
Hospital Association informing them that individual 
members are willing to aid wherever possible, but that 
the Association cannot participate in a joint conference. 

4. Letter of Appreciation.—A letter was read ex- 
pressing the appreciation of Doctor Toland of the As- 
sociation’s sympathy in the death of his mother. 

5. President’s Badges.— The secretary submitted 
drawings of the proposed president’s badge and re- 
ported on the cost thereof. 

Action by the Council—On motion of 
seconded by Roblee and unanimously 
following resolution was adopted: 

Resolved, That the matter of the purchase and pres- 
entation of badges to living past presidents of the 
Association be deferred. 

6. Goodall vs. Brite-——Discussion was had of bill of 
Mr. Alfred Siemon for services rendered in preparing 
brief in case of Goodall vs. Brite. 

Action by the Council—On motion of Ullmann, 
seconded by Dukes and unanimously carried, the fol- 
lowing resolution was adopted: 

Resolved, That the secretary write a letter to Mr. 
Siemon stating that the condition of the Association’s 
finances are such that only $500 can be allocated to 
services on brief and an additional $8.35 for costs. 

7. Corporate Practice——A bill for $466 for services 
of special investigators at Los Angeles incurred in the 
investigation of the corporate practice of medicine in 
Los Angeles by hospital associations was presented. 

Action by the Council—On motion of Schaupp, 
seconded by Peers and unanimously carried, the fol- 
lowing resolution was adopted: 

Resolved, That the expenditure of $466 be approved 
and the bill be paid. 

It was stated that the work of the committee was 
now completed. Doctor Wilson submitted a_ brief 
report for the committee. 

Action by the Council—On motion of Pallette, 
seconded by DeLappe and unanimously carried, the 
following resolution was adopted: 

Resolved, That the report of the committee be ac- 
cepted and the committee be thanked for its activities 
and discharged. 


8. Committee of Five—The secretary submitted a 
report on the money advanced to the Committee of 
Five for the Medical Economics Survey stating that 
a total of $15,075.85 had been advanced to date and 
that a request had been received for $3000 more. Fur- 
ther discussion was deferred until later in the day. 


9. Basic Science Act.—A letter was presented from 
the Yolo-Colusa-Glenn County Society regarding 
sponsorship of the proposed basic science act.- 

Action by the Council—On motion of Kress, sec- 
onded by DeLappe and unanimously carried, the fol- 
lowing resolution was adopted: 


Gibbons, 
carried, the 
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Resolved, That the secretary be instructed to answer 
this communication stating that this is a matter which 
has been under consideration by the California Medi- 
cal Association for a number of years. The Associ- 
ation recognizes the responsibility and will at all times 
be most willing to assist in the endeavors to secure 
desired legislation when a final decision is made by 
the Association concerning the form and content of 
said legislation. 

10. Ross-Loos Appeal.—The Council resumed its 
deliberations of this appeal in executive session. Coun- 
cilors not qualified to participate retired. 

After mature deliberation the opinion and decision 
was adopted and concurred in without a dissenting 
vote. 

Resolved, That we arise from executive session. 

11. Life Insurance Fees.—A letter was presented 
from the Yolo-Colusa-Glenn County Medical Society 
regarding fees paid by different insurance companies 
for examinations. It was pointed out that at present 
there was no fee schedule approved by the California 
Medical Association upon which to base these fees. 
It was stated that inasmuch as the American Medical 
Association has a committee which is negotiating with 
the insurance companies regarding medical fees for 
examinations the Council deems it inadvisable at this 
time to give any special consideration to the subject 
until the report of the American Medical Association 
Committee is available. 

12. Chicago Medical Society.—Letter and resolution 
of the Chicago Medical Society regarding the radio 
broadcasts under the title of “Doctors, Dollars and 
Disease” was presented. 

Action by the Council—On motion of DeLappe, 
seconded by Pallette and unanimously carried, the 


following resolution was adopted: 

Resolved, That the secretary be instructed to reply 
to the letter. 

13. X-Ray Fee Schedule-—Doctor Gibbons, member 
of the Committee on X-Ray Fee Schedule for Indus- 
trial Accident Work, submitted a progress report. 


Doctor Gibbons stated that until a fee schedule was 
adopted and approved by the Association there was 
no basis for working with the Industrial Commission. 

Action by the Council—On motion of Ullmann, 
seconded by Peers and unanimously carried, the fol- 
lowing resolution was adopted: 

Resolved, That the committee prepare a schedule 
and present it for adoption by the Council and that 
it then be offered to the House of Delegates. 


14. SERA.—Doctor Roblee reported on the prog- 
ress that had been made in medical care under the 
State Emergency Relief Administration in San Ber- 
nardino and Riverside counties. Doctor Roblee stated 
that the care in San Bernardino County carried hospi- 
talization and that in Riverside it did not carry hospi- 
talization. 

A report was then submitted by Doctor Wilson on 
the conference held by the Committee on Emergency 
Relief of the Association and the SERA authorities in 
San Francisco, and he stated that another conference 
was scheduled for Monday, at which time a state plan 
for medical care in all counties would be considered. 

Action by the Council—On motion of Toland, sec- 
onded by Rogers and unanimously carried, the follow- 
ing resolution was adopted: 

Resolved, That the progress report of the SERA 
Medical Advisory Committee be approved. 

15. Woman’s Auxiliary— Doctor Roblee stated that 
in the past an allotment had been made to the Wom- 
an’s Auxiliary each year for entertainment at the 
annual session and that $150 had been requested for 
entertainment at the next meeting at Yosemite. 

Action by the Council——On motion of Roblee, sec- 
onded by Ullmann and unanimously carried, the fol- 
lowing resolution was adopted: 

Resolved, That the California Medical Association 
allocate $150 to the Woman’s Auxiliary for entertain- 
ment expenses at the Yosemite session. 

16. Trustees to the American Medical Association. 
Discussion was had of the distribution of trustees of 
the American Medical Association, and the following 
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information was presented: There are two trustees 
within fifty miles of Chicago. There is one trustee in 
Minnesota, Ohio, Maryland, Massachusetts, Georgia, 
Oregon, and New York. The East Coast has three 
trustees, and the Southeast Coast one in Georgia. The 
Midwest has four trustees. The West Coast, one trus- 
tee, residing in Oregon. The large area west of Chi- 
cago and of Minneapolis from the Canadian border to 
the Gulf of Mexico and Mexico, and extending to the 
Pacific Coast, has but one trustee. 

The following notice of the introduction of an 
amendment to the Constitution of the American Medi- 
cal Association is hereby given: 

Wuereas, Because the large area and the long dis- 
tances in the constituent states on the Pacific Coast 
make it practically impossible for one trustee to main- 
tain intimate contact with the medical organizations 
of these states; and 

Wuereas, For similar reasons one trustee is unable 
to visit these several states and advise them in regard 
to Association policies and activities; and 

Wuereas, Such intimate affiliations would enhance 
the work of the American Medical Association and 
also that of the State Associations; therefore be it 

Resolved, That the Reference Committee on Amend- 
ments to the Constitution and By-Laws prepare the 
following amendment to Article VI, Section 1, of the 
Constitution: 

“Strike out the word ‘nine’ and insert therefor the 
word ‘eleven,’ thereby increasing the number of trus- 
tees from nine to eleven; and be it 

Resolved, That the House of Delegates adopt the 
rule that one trustee shall be elected from the Fellows 
in California, one from the Midwest or southwestern 
part of the country. 

Action by the Council—-On motion of Pallette, sec- 
onded by Kiger and unanimously carried, the follow- 
ing resolution was adopted: 

Resolved, That notice of the contemplated action be 
sent to Doctor West and that the chairman of the 
California delegation present the proposed amend- 
ments to the Constitution of the American Medical 
Association to the House of Delegates of the Ameri- 
can Medical Association. 


17. Recess.—At this point a recess of the Council 
was declared for luncheon. 


18. Call to Order.—The meeting was called to order 
by the chairman. Doctors William R. Molony, Sr., 
Alson R. Kilgore, Rodney Yoell, members of the Com- 
mittee of Five, were present, and Professor Paul A. 
Dodd, director of survey. 

19. Committee of Five—Doctor Molony reported on 
the activities of the committee and stated that Doctor 
Kilgore had been appointed by the Survey Committee 
as a committee of one to present a plan for a volun- 
tary health insurance plan; that Doctor Yoell, a Com- 
mittee of One, to present plan for a compulsory health 
insurance plan; that each speaker of the Committee 
of Five would be allowed twenty minutes to present 
his views to the Council, Doctor Molony stated that 
Doctor Wilson, as secretary of the committee, would 
present the technical end of the discussion. Doctor 
Wilson then outlined the work of the committee briefly 
and suggested that Doctor Dodd present the technical 
work of the committee. 

Doctor Molony presented the following digest oi 
minutes of the meeting held at San Francisco on 
December 21, 1934: 

“Present: Molony, Peers, Yoell, Kilgore, Mr. Lionel 
Browne of the Attorney-General’s office. 

“An extended discussion was had of various legal 
aspects of the outline of compulsory bill proposed by 
Doctor Yoell. 

“Moved by Kilgore, seconded by Yoell, that the 
committee recommend that the Council place befor« 
a special meeting of the House of Delegates thre: 
propositions: (1) The adoption of a policy favoring 
immediate compulsory health insurance legislation. 
(2) The adoption of a policy of establishing privat 
initiative (so-called voluntary) health insurance by th« 
California Medical Association to such extent and as 
soon as may be done legally and practically. (3) That 
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the California Medical Association state its belief that 
the principle of insurance can be applied to sickness, 
it is acutely conscious of a number of difficulties in 
the way of extended application of this principle in 
California. It does not believe that these difficulties 
are insurmountable, but is impressed with the impor- 
tance of further thorough study and investigation, and 
strongly deprecates hasty legislation—W. R. Molony, 
Chairman of Committee of Five.” 

Doctor Dodd gave a detailed discussion and report 
on the actual working of the survey stating that de- 
lay had been occasioned by the difficulties encountered 
in perfecting plans with the SERA, by field workers 
and by the slowness of the return of questionnaires 
mailed in the State; that twenty-six counties had been 
completely surveyed and five counties were still in- 
complete. Doctor Dodd submitted a written report on 
the money expended, questionnaires distributed, hospi- 
tals and doctors contacted, etc., and stated that it 
would be possible to have a preliminary report ready 
by the middle of January and that in order to com- 
plete the survey and arrive at final conclusions, two 
to three months more would be necessary. 

Doctor Dodd stated that he wished to go on record 
as to the spirit of codperation and open-mindedness 
of the Committee of Five. 

It was pointed out that in order to complete the 
survey and submit conclusions by the technical staff 
it would be necessary to have an additional appropri- 
ation of $7,500, bringing the total cost of the survey 
to the California Medical Association exclusive of 
printing, distribution and actuarial figures to $28,643.31. 

At this point Doctor Yoell was requested to present 
his plan for compulsory health insurance. 

Doctor Kilgore then presented a plan for voluntary 
health insurance, at the request of the Council, in 
written form. 

Doctor Yoell then requested three minutes addi- 
tional time to discuss some of the statements made by 
Doctor Kilgore in his discussion. 

Action by the Council—On motion of Ullmann, 
seconded by Roblee and unanimously carried, the 
following resolution was adopted: 

Resolved, That Doctor Yoell be requested to present 
in writing his plan of compulsory health insurance in 
order that the members of the Council may have a 
clear idea of it. 

Doctors Peers and Wilson then addressed the Coun- 
cil. Doctor Wilson stated that he considered it in- 
advisable to attempt to set the date of the meeting of 
the House of Delegates at this time and suggested 
that the matter of setting the date lie over until the 
January meeting of the Council, at which time the 
report of the Survey Committee in preliminary form 
would be available. 

Action by the Council—On motion of Pallette, sec- 
onded by Dukes and unanimously carried, the follow- 
ing resolution was adopted: 

Resolved, That the Committee of Five be requested 
to make as full a report as possible at the January 
meeting of the Council. 

20. Addressograph.— The secretary stated that at 
present the office had a hand addressograph and serv- 
ice covering only the members of the Association and 
that it was desirable to have a list of all licensed phy- 
sicians and surgeons in California. Doctor Warnshuis 
stated that an addressograph could be installed at a 
cost of approximately $500; that since the cost of 
mailing journals was $70 monthly the initial cost 
would soon be absorbed by mailing the JourNnaL from 
the Association’s list. 

Action by the Council——On motion of Dukes, sec- 
onded by Ullmann and unanimously carried, the fol- 
lowing resolution was adopted: 

Resolved, That the secretary be authorized to pur- 
chase an addressograph and to compile a list of the 
non-member licensed physicians and surgeons in Cali- 
fornia, on approval of the Auditing Committee. 

21. Membership Record.—The secretary stated that 
Remington-Rand had submitted an estimate of $403.50 
plus cost of cards and table for a complete member- 
ship record file that would impart all necessary data 
on each member in a perpetuating form. 
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Action by the Council—QOn motion of Kress, sec- 
onded by DeLappe and unanimously carried, the fol- 
lowing resolution was adopted: 

Resolved, That the secretary be authorized to install 
the membership record file as outlined in bid of 
Remington-Rand Company, upon authorization of the 
Auditing Committee. 

22. Financial Statement. — Financial statement for 
the month of November, 1934, was presented by the 
secretary, and on motion of Peers, seconded by Dukes, 
was approved. 

The chairman of the Council reported on the loan 
negotiated by officers of the Association. 

Action by the Council—On motion of 
onded by Ullmann and unanimously 
lowing resolution was adopted: 

Resolved, That the action of the chairman of the 
Council and the secretary-treasurer in negotiating a 
loan of $5,000 be approved, and that the chairman of 
the Council and the secretary be authorized to nego- 
tiate further loans to provide for the Association’s 
financial needs. 


23. Report of Auditing Committee.—The report of 
the Auditing Committee was presented. It was stated 
that since no meetings of the Executive Committee 
had been held, it had not been approved by that body 
as provided in the Constitution and By-Laws. It was 
stated that a meeting of the committee would un- 
doubtedly be held prior to the January meeting of the 
Council and that the report should be submitted to 
the Executive Committee for its approval before pres- 
entation at the January meeting of the Council. 

The recommendations attached to the report of the 
Auditing Committee were read as follows: 

“Your Auditing Committee recommends that the 
following actions be recorded by the Council: 

1. That all requests for expenditures of funds not 
included in the budget be referred to the Auditing 
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Committee for their approval and recommendations 
before an appropriation is made by the Council. 
2. That the secretary-treasurer-business manager be 


instructed to confer with the James H. Barry Com- 
pany in the matter of publication costs of CALIFORNIA 
AND WESTERN MepiciNeE and report his findings at the 
next meeting of the Council. 

3. That the secretary-business manager be instructed 
to take over the business details of reprint sales and 
secure contract for printing and fixing the reprint 
sales price, and report his findings and recommenda- 
tions to the Council. 

4. That no commission be paid for the 
hibit space at the annual meeting. 

5. That the JourNAL wrapper return notice be 
changed so as to conserve expenditure of funds re- 
quired each month upon unclaimed JourNats returned 
by the Post Office Department. 

6. That the secretary be requested to secure prices 
for card index membership record and to report the 
estimated cost of installing such record to the Council 
for its consideration. 

7. The Auditing Committee recommends to the 
Council that it rescind its action providing frames for 
the 1935 membership certificates because of the cost 
involved. 

8. The Auditing Committee has devised a new 
voucher-check and auditing blanks which will enable 
the Association to have a more compact record of 
financial transactions and disbursements. 

9. That the secretary be requested to obtain from 
Ernst & Ernst an estimate of the cost for annual audit 
of the Association’s financial transactions. 

Action by the Council.—On motion of Dukes, 
onded by Ullmann and unanimously carried, 
lowing resolution was adopted: 

Resolved, That the recommendations attached to the 
report of the Auditing Committee as outlined above 
be approved. 


24. Audit of Association Accounts.—A letter from 
Ernst & Ernst, accountants, submitting an estimate 
on auditing the accounts of the California Medical 
Association and the Trustees Of The California Medi- 
cal Association at a rate of $30 per diem for senior 
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accountants and $20 per diem for assistant account- 
ants, with a maximum fee of $250, was read. 

Action by the Council—On motion of Ullmann, 
seconded by Dukes and unanimously carried, the fol- 
lowing resolution was adopted: 

Resolved, That the recommendation of the secretary 
be approved and Ernst & Ernst be employed to audit 
the books of the Association and the Trustees Of The 
California Medical Association. 


25. Subscription Price of Journal to Libraries.—Dis- 
cussion was had of a reduced subscription price for the 
JourNAL to medical libraries throughout the country. 

Action by the Council—On motion of Peers, sec- 
onded by Dukes and unanimously carried, the follow- 
ing resolution was adopted: 

Resolved, That medical libraries be charged the regu- 
lar subscription price for the JourRNAL except where 
otherwise authorized by the Council. 


The secretary was instructed to notify the medical 
libraries. 


26. Ivy Reprint.—The secretary reported that ten 
thousand of the Ivy reprints on “Contributions of Ani- 
mals to Health” were at present being printed, but 
that it was decided not to use the illustrations, since 
they proved valueless when reproduced. 

27. California and Western Medicine—The secre- 
tary stated that he had secured estimates on publica- 
tion of the JourNAL in similar form and number from 
various sources and that the costs compared favorably 
with the present cost of printing. 

28. Reprints of Journal Articles.—The secretary out- 
lined a method of handling reprints direct through the 
Association’s offices. 

Action by the Council—On motion of Kress, sec- 
onded by DeLappe and unanimously carried, the fol- 
lowing resolution was adopted: 

Resolved, That the secretary be authorized to insti- 
tute the system of handling reprints direct from the 
Association’s office. 

29. Publication of Papers Presented at Annual Ses- 


sions.—A letter was presented from the secretary of 
the Section on General Medicine regarding delay in 
publication of papers presented at the annual session. 


Full discussion was had. It was pointed out that the 
large number of papers presented at each session and 
the necessity for diversification in subject-matter in 
the make-up of each issue of the JourNnaL precluded 
preferential publication. 

It was the sense of the Council that the selection 
of papers be left to the Publications Committee. 

30. Advertising Agents.—Discussion was had of the 
advertising secured by agents for publication in the 
JourNat. 

Action by the Council.—On motion of Kress, sec- 
onded by Phillips and unanimously carried, the follow- 
ing resolution was adopted: 

Resolved, That Doctor Wilson discuss with Mr. Gutt- 
man the matter of advertising sales in the JourRNAL 
and that the Council await his recommendations. 

A letter from Mr. Flynn, northern advertising agent, 
was presented in which he suggested that he attend 
the Yosemite session in order to contact advertisers 
personally and aid them in presenting a successful 
commercial exhibit at the Yosemite session. 

Action by the Council.—On motion of Wilson, sec- 
onded by Dukes and unanimously carried, the follow- 
ing resolution was adopted: 

Resolved, That the secretary be authorized to make 
the necessary arrangements for Mr. Flynn’s presence 
at the Yosemite session. 

31. Legislation—The general counsel discussed pros- 
pective legislation, with special reference to the county 
hospital bill, hospital service insurance bill, laboratory 
bill, and amendments to the Medical Practice Act. 

Action by the Council.—On motion of Dukes, sec- 
onded by Peers and unanimously carried, the follow- 
ing resolution was adopted: 


Resolved, That the Executive Committee be in- 
structed to consider these measures and to instruct 
Mr. Peart. 
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Discussion was had of the case of Pacific Employ- 
ers’ Insurance Company versus the Insurance Com- 
missioner. The general counsel submitted a copy of 
the Brief of Amici Curiae. 

Action by the Council.—On motion of Rogers, sec- 
onded by Dukes and unanimously carried, the follow- 
ing resolution was adopted: 

Resolved, That the matter be left to the judgment of 
the general counsel and that a maximum sum of $100 
be allowed for printing costs (no attorney’s fees to 
be included in this amount). 

The general counsel stated that the brief in the case 
of Francis vs. Nelson was now ready. 

Mr. Peart stated that consideration should be given 
to provisions in county society constitutions which 
would provide for a tie-in with the State Society in 
matters of professional conduct and discipline. 

The general counsel submitted a progress report on 
malpractice insurance problems with special reference 
to a plan for a reciprocal exchange. 

The general counsel stated that the State Federa- 
tion of Labor had declared itself as in favor of legis- 
lation utilizing county hospital for maternity cases. 

The forthcoming Constitutional Convention was 
brought to the attention of the Council. 


32. Adjournment.—At this point, adjournment was 
taken until 9 a. m. Sunday. 


7 v 7 


Present.— Clarence G. Toland, Robert A. Peers, 
E. M. Pallette, T. Henshaw Kelly, Karl L. Schaupp, 
W. W. Roblee, Carl R. Howson, Henry J. Ullmann, 
Fred R. DeLappe, Alfred L. Phillips, C. E. Schoff, 
H. S. Rogers, Harry Wilson, W. H. Kiger, Morton R. 
Gibbons, C. A. Dukes, F. C. Warnshuis, Hartley F. 
Peart. 

Absent.—O. D. Hamlin, C. O. Tanner, J. B. Harris, 
George H. Kress. 


33. Call to Order.—The adjourned meeting of the 
Council was called to order by the chairman. 

The chairman announced that the Council would 
meet with the members of the Interim Committee and 
representatives of the dental profession at 10 a. m. 

34. Committee of Five.—Further discussion was had 
of the appropriation for the completion of the survey 
now being conducted by the Committee of Five. 

Action by the Council——On motion of Toland, sec- 
onded by Pallette and unanimously carried, the follow- 
ing resolution was adopted: 

Resolved, That there be allocated to the Committee 
of Five for use in conducting the survey on the cost 
of medical care such added amount as was requested 
by the committee to bring the total sum to not exceed 
$28,700 for the entire survey; disbursements to be ap- 
proved by the Auditing Committee on regular voucher 
check. 

35. Interim Committee——T. Henshaw Kelly, chair- 
man of the Council, announced that the members of 
the Interim Committee and representatives of the 
dental profession had arrived for conference. 

Doctor Kelly then presented Senator Dan Williams, 
Senator Edward H. Tickle; Roland J. French, presi- 
dent of the Western Hospital Association; Roy Green 
and Ernest Sloman, members of the Legislative Com- 
mittee of the Dental Profession; T. R. Sweet, presi- 
dent of the Dental Association; and Professor Paul A. 
Dodd, director of survey and assistant professor of 
economics, University of California at Los Angeles. 
Upon his arrival Celestine J. Sullivan, codrdinator 
secretary of the Interim Committee, was also presented 
to the Council. 

The chairman requested Doctor Wilson and Doctor 
Dodd to present the present status and future prog- 
ress of the survey so that those present might be con- 
pe with this matter before further discussion was 

ad. 

After this was done, the chairman invited Senator 
Williams, Senator Tickle, Doctor French, Doctor 
Sweet, Doctor Green, Doctor Sloman, and Mr. Sulli- 
van to discuss any means of using the work of the 
survey in the work of the Senate Interim Committee 
or any other matters that they desired to speak about. 
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After a full and helpful discussion it was understood 
that the Council would meet on January 19 and set 
a date for a special meeting of the House of Delegates 
of the California Medical Association in February, at 
which time usable material would be available from 
the survey and a decision on policy could be made by 
the California Medical Association. 

In the meantime the Committee of Five and the 
Council would maintain contact with the Senate In- 
terim Committee, and any material in the office of the 
California Medical Association or the survey would 
be available to the latter committee. 

36. Call to Order.—The Council was called to order 
after the conference with the Interim Committee for 
the consideration of further routine business. 


37. Date of Council Meeting. — Consideration was 
given to the most opportune time for the next meeting 
of the Council. 

On motion of Pallette, seconded by Roblee and 
unanimously carried, the following resolution was 
adopted: 

Resolved, That the next meeting of the Council be 
held on January 19, 1933, in San Francisco. 

It was stated that the date of the special meeting 
of the House of Delegates would be discussed at the 
January 19 meeting of the Council. 

38. Committee of Five. 

Action by the Council—On motion of Schaupp, 
seconded by DeLappe and unanimously carried, the 
following resolution was adopted: 

Resolved, That an invitation be extended by the 
Council and the Committee of Five that a member of 
the dental profession be designated to sit with and 
advise the Committee of Five in its future delibera- 
tions, 

At this point the chairman read the following note, 
which was sent to the Council by Dr. Paul A. Dodd: 

“As director of the research staff for the Committee 
of Five, I wish to express my deep appreciation to 
the Council for its vote of confidence evidenced by the 
approval of the final request for appropriations and 
lay before it the pledge that every economy possible 
be exercised in the expenditure of this appropriation. 
Not a dollar will be spent that is not absolutely neces- 
sary in the completion of our task.” 


39. Legislation.—The general counsel discussed fur- 
ther contemplated legislation. 

The advisability of defining hospital insurance by 
an amendment to the Political Code was brought up. 

Action by the Council—On motion of Rogers, sec- 
onded by Ullmann and unanimously carried, the fol- 
lowing resolution was adopted: 

Resolved, That the general counsel prepare a bill 
defining hospital insurance as health and accident in- 
surance and clarifying the law. 

40. San Diego Health Insurance Plan. — A letter 
from the San Diego Medical Society, together with 
a plan for health insurance under the Fraternal In- 
surance Law, was presented. 

It was stated that the plan had been voted down by 
the San Diego Society since the letter had been for- 
warded to the State Association and consideration 
was, therefore, unnecessary. 

41. Expenditures.—Discussion was had of expendi- 
tures of the Association, with special reference to the 
legal department. 

Action by the Council.——On motion of Toland, sec- 
onded by Pallette and unanimously carried, the follow- 
ing resolution was adopted: 

Resolved, That a committee, consisting of Dr. W. W. 
Roblee, as chairman, and Doctors Morton R. Gibbons 
and W. H. Kiger, be appointed by the chairman of 
the Council to make a survey of all legal expenses of 
the California Medical Association for the past five 
years, and bring in a report at the January meeting 
of the Council with such suggestions as to the future 
policy as may be deemed best. That the necessary 
expense incident be paid by the California Medical 
Association. 

42. Public Welfare.—After discussion of the value 
of scientific medicine to public welfare, on motion of 


STATE MEDICAL ASSOCIATIONS 133 


Dukes, seconded by Ullmann, the following resolution 
was adopted: 

Wuereas, It is deemed desirable to transmit to the 
Governor of California the desire of the California 
Medical Association to make available to him the 
services of this Association in all matters relating to 
public health; therefore be it 

Resolved, That the president and the secretary be 
instructed to convey to Governor Merriam, in a com- 
munication, that all the facilities, information and ex- 
periences of the California Medical Association are 
at his command whenever the Governor feels the need 
of dependable advice and information in matters re- 
lated to public health, preventive medicine and medical 
care. 


43. Membership Certificates —Doctor Howson stated 
that since the Council had decided, on account of 
the expense entailed, not to furnish frames with the 
membership certificates, that it would be desirable to 
arrange with some firm to keep a supply of suitable 
frames on hand which might be secured both in San 
Francisco and Los Angeles at a reasonable rate. 

44. Minutes of the Council.—Discussion was had of 
the present procedure in handling Council minutes. 

Action by the Council—On motion of Pallette, sec- 
onded by Ullmann and unanimously carried, the fol- 
lowing resolution was adopted. 

Resolved, That the present procedure in approving 
Council minutes be dispensed with and that in the 
future the first draft of the minutes prepared by the 
secretary and chairman be mailed to all members of 
the Council within seven days of the meeting, for 
correction, which draft should be returned to the State 
office within five days; that the corrected draft be 
remailed to councilors within five days, and if further 
corrections are received they be again remailed; or if 
corrections are not received within five days after 
final revision the minutes be approved for publication. 

It was stated that minor changes in wording would 
not necessitate resubmission of minutes to councilors. 


45. Approval of Minutes of the Council.—Minutes 
of the adjourned two hundred and twenty-ninth meet- 
ing of the Council held on October 6, 14, and No- 
vember 10, 1934, were presented to the Council. 

Action by the Council.—On motion of Phillips, sec- 
onded by Roblee and unanimously carried, the follow- 
ing resolution was adopted: 

Resolved, That the minutes of the two hundred and 
twenty-ninth adjourned meeting of the Council held 
on October 6, 14, and November 10, be approved, and 
published in the January JourRNAL. 

46. Medical Economics.— The secretary asked in- 
structions from the Council as to whether or not the 
county societies should be informed as to authentic 
literature regarding medical economic questions. 

It was the sense of the Council that copies of infor- 
mation coming from the Bureau of Medical Economics 
of the American Medical Association be sent to mem- 
bers of the Committee of Five and all county societies 
in order that they may be informed on those questions. 


47. House of Delegates.——The question was raised 
as to seating of delegates at the contemplated special 
meeting of the House of Delegates. The constitutional 
provision on seating of delegates was considered. 

Action by the Council—On motion of Pallette, sec- 
onded by Phillips and unanimously carried, the follow- 
ing resolution was adopted: 

Resolved, That those delegates be seated who were 
regularly elected for the 1934 session and that the 
county secretaries be instructed in accordance with 
the by-laws that the delegates regularly elected for 
the 1934 session at Riverside will be seated. 

48. American Medical Association.—Discussion was 
had regarding the advisability of inviting the Ameri- 
can Medical Association to San Francisco in 1937. 
Action was deferred. 

49. Adjournment.—There being no further business 
the meeting adjourned, 


T. Hensuaw Ke ty, M. D., Chairman. 
F. C. Warnsuuts, M. D., Secretary. 
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COMPONENT COUNTY MEDICAL 
SOCIETIES 
MONTEREY COUNTY 


The regular meeting of the Monterey County Medi- 
cal Society was held on January 4 at the Hotel Del 
Monte. 

After the dinner the officers for the coming year 
were installed, and President Hugh Dormody turned 
the gavel over to Dr. L. P. Davlin, who outlined plans 
for the year. Some SERA problems were discussed, 
and the feeling was that all the doctors should be per- 
mitted to treat these patients. Communication has 
been made with the State Association president and 
president-elect regarding action in this matter. The 
meeting adjourned until February 8. 

W. H. Lawter, Secretary. 


2» 
Cd 


ORANGE COUNTY 


The forty-seventh annual banquet of the Orange 
County Medical Association was held in the Santa Ana 
Country Club at 7 p. m. January 8. There were ap- 
proximately one hundred members and guests present. 

A turkey dinner was served by the Club, and during 
the meal amplified recordings were heard. After the 
dinner the guests were entertained by a group of 
selected numbers rendered by the Santa Ana Elks 
Double Quartette. 

Dr. D. A. Harwood acted as master of ceremonies. 
Mrs. H. G. Huffman, the president of the Woman’s 
Auxiliary, gave a concise review of the activities of 
the organization during the past year.’ Recent Changes 
in the Practice of Medicine was the subject of the ad- 
dress given by Dr. H. G. Huffman, the retiring presi- 
dent. He spoke on strides made in the science of 
medicine and urged that we keep abreast of the times 
in both the science and the economics of medicine. 

Mr. J. Frank Burke, the editor and publisher of 
the Santa Ana Daily Register, was the invited guest 
speaker. His subject was Can Medicine Be Successfully 
Socialized Alone? 

Following the installation of officers for 1935 the 
meeting adjourned. Watpo S. WEnRLY, Secretary. 


PLACER COUNTY 


The Placer County Medical Society held its January 
meeting at the Freeman Hotel in Auburn on the 12th 
at 8:30 p. m. The meeting was called to order by 
Dr. Louis E. Jones, president. In addition to Presi- 
dent Jones, there were the following members and 
visitors: 

Members— Paul D. Barnes, Robert H. Eveleth, 
W. M. Miller, James F. McAnally, J. A. Russell, W. A. 
Vinks, Michael F. Flatley, R. C. Atkinson, Robert A. 
Peers, D. M. Kindopp, and Mildred E. Thoren. 

Visitors—Dr. Emile Holman, professor of surgery, 
Stanford University Medical School, San Francisco; 
Dr. C. E. Schoff, councilor of the eighth district, Dr. 
Frank Scatena, Dr. F. A. MacDonald, Dr. H. M. 
Kanner and Dr. Orrin Cook, all of Sacramento; Dr. 
Ward of Auburn and Dr. Ellert E. Lundegaard of 
Weimar. 

The following applications for membership were 
read for the first time: Dr. Vernon W. Padgett of 
Allegany and Dr. Ellert E. Lundegaard of Weimar. 

Following routine business the president introduced 
Dr. Emile Holman, who addressed the Society upon 
The Treatment of Pyogenic and Tuberculous Pulmonary 
Suppuration — Clinical and Experimental Observations. 
He illustrated his talk with lantern slides. Doctor 
Holman brought out the following points, based upon 
experimental work done by him, and also upon his 
surgical experience. 


Experimental evidence was presented, indicating that 
infected emboli invariably produce marked pneumoni- 
tis, followed frequently by abscess in the parenchyma 


of the lung. Similar abscesses were also produced 
when a sterile embolus lodged in the lung of an ani- 
mal which harbored an infection elsewhere in the body, 
such as an infected compound fracture or an infected 
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operative wound. Such secondary infection of an 
embolized area of the lung by circulating organisms 
probably explained a certain number of postoperative 
pulmonary abscesses. 

Pulmonary suppuration due to the tubercle bacillus 
can be produced in the dog by the introduction of a 
tubercle infected embolus in the jugular vein. The 
pathologic changes initiated by such an embolus were 
first a pneumonitis, followed successively by a caseous 
consolidation and a liquefaction of the pneumonic area 
with abscess formation. 

In the presence of pyogenic or tuberculous suppu- 
ration of the lung there invariably occurs a marked 
dilatation of the bronchial artery leading to the suppu- 
rative area. This dilatation of the bronchial artery 
with its systemic blood pressure undoubtedly accounts 
for the occasional massive and fatal arterial hemor- 
rhage that occurs in the presence of pyogenic and 
tuberculous abscesses. 

Following ligation of the pulmonary artery to a lobe, 
there develops a dilatation of the bronchial artery and 
a filling up of the pulmonary artery through its capil- 
lary connections with the bronchial artery. Large 
pulmonary emboli in the pulmonary artery produce 
the same dilatation of the bronchial artery and its 
capillary communications with the pulmonary artery. 
This is undoubtedly a clinical occurrence also. 


In the treatment of pyogenic pulmonary abscesses, 
adequate drainage is most imperative. Whether 
achieved through a bronchus by postural drainage or 
through a surgical incision is immaterial, but it must 
be adequate as evidenced by a diminution in cough, 
in sputum and in fever. A trial of two to four weeks 
of absolute bed rest and postural drainage is war- 
ranted before advising surgical intervention. If there 
is a large opening into a bronchus with profuse drain- 
age from the abscess, every effort should be made to 
avoid establishing a second large opening to the out- 
side through the chest wall. A through and through 
passage from chest wall to trachea interferes markedly 
with the normal cough reflex, thus preventing evacu- 
ation of surrounding bronchi. The resultant atelectasis 
precludes the expansion of normal pulmonary tissue 
around the abscess and thus interferes with the ob- 
literation of the abscess. 


The apical tuberculous pulmonary abscess must also 
be obliterated to effect a cure. If pneumothorax is im- 
possible, selective surgical collapse is indicated rather 
than an extensive complete thoracoplasty. This may 
be achieved by complete resection of first, second, and 
third ribs and partial resection of fourth and fifth ribs. 
Resection of the transverse processes is also an occa- 
sional aid as well as partial resection of the lower 
third of the scapula. Conservation of good lung may 
be very important in the face of bilateral disease. This, 
selective surgical collapse aims to do. 

The following members and visitors took part in 
the discussion: Doctors Holman, Peers, P. D. Barnes, 
Kindopp, Atkinson, Thoren, Scatena, Cook, and Mac- 
Donald. Ropert A. Peers, Secretary. 
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SAN BERNARDINO COUNTY 


The San Bernardino County Medical Society met at 
the San Bernardino County Charity Hospital on Tues- 
day evening, January 8, at eight o'clock. 

The meeting was opened by the president, with 
sixty-five members and guests present. 

Doctor Wylie briefly discussed the General Medical 
Aid Corporation. The motion passed by the Council 
was called for. The secretary read the motion: “That 
the society disapprove of the General Medical Aid 
Corporation in that they refuse to fill out any of the 
G. M. A. reports.” It was moved, seconded, and 
passed by the society. Doctor Abbott thought that in 
the future the society should have nothing to do with 
similar organizations until investigation by the Com- 
mittee on Public Relations. 

The applications of Dr. J. S. Hayhurst and Dr. H. 
Milford Nelson were favorably voted upon. 

Dr. C. G. Hilliard, chairman of the SERA Medical 
Advisory Committee, gave a short report, commend- 
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ing the members upon their splendid codperation in 
carrying out the SERA medical program. Mr. Thore- 
son, who was unable to attend the meeting was also 
pleased, Doctor Hilliard stated. Members were cau- 
tioned to use cheaper drugs of the U. S. P., and not 
the costly proprietary remedies. 

Due to an order from the State SERA Director, 
the fee schedule was reduced to the old CWA fees of 
$1.25 for all office visits and $1.75 for home visits, etc. 
This charge is effective from January 9, 1935. Relief 
work in general is up in the air. 

The cost for doctors’ services, not including nurses, 
hospitalization, etc., for the four weeks compiled, was 
one per cent of the total amount spent by the SERA 
in this county. Doctor Hilliard lamented the fact that 
the State organization had not given us more support 
for the program we worked so hard for. 

The program of the evening was then given: Can a 
Conscientious Doctor Keep Out of Jail? by Mrs. Kemper 
Campbell, LL. B., Professor of Medical Jurisprudence, 
College of Medical Evangelists. 

A. E. Varben, Secretary. 


SAN JOAQUIN COUNTY 


The regular meeting of the San Joaquin County 
Medical Society was held in the Medico-Dental club- 
rooms, January 3, in Stockton. This was called to 
order at 8:15 p. m. by Dr. P. B. Gallegos. 

Dr. P. B. Gallegos then installed the incoming presi- 
dent for 1935, Dr. C. A. Broaddus, who gave a short 
address concerning his plans for 1935. He reported 
the formation of an Executive Committee and told of 
a meeting in which plans for the ensuing year had 
been discussed. 

The scientific program of the evening was opened 
by Dr. Don King, associate professor of surgery at 
Stanford, who discussed Injuries Involving the Shoulder 
Joint. This was a very fine paper, and much infor- 
mation was compressed into a very brief and well- 
planned article. Doctors Sanderson, Vieira, English, 
and Dameron discussed the presentation. The second 
paper of the evening was presented by Dr. Robert 
Sarborough, also from the department of surgery at 
Stanford, who gave a paper on Treatment of Minor 
Complaints of the Rectum and Anus, This led to a lively 
discussion. 

Dr. J. P. Hull spoke about objections to a new text- 
book which was being planned for use in the public 
schools, the opposition being led by cultists who dis- 
approve of a chapter on the germ theory of disease. 
This matter was referred to Dr. D. R. Powell and 
his committee for action. The meeting was adjourned 
at 10:30 p. m. and refreshments were served. 

G. H. Rowrpacuer, Secretary. 
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SANTA BARBARA COUNTY 


The annual dinner meeting of the Santa Barbara 
County Medical Society was held on January 14 at the 
El Mirasol Hotel. There were present sixty members 
and thirteen guests. 

Ballots for the election were collected at the door by 
the tellers, which greatly reduced the time usually 
taken up for balloting. 

Previous to the dinner the members and their guests 
were treated to refreshments and music. 

During the dinner service the results of the initial 
balloting were read and the final ballots were then dis- 
tributed, and the following officers were then declared 
elected: President, E. Kost Shelton; vice-president, 
P. A. Gray; vice-presidents-at-large, H. G. Hanze, 
M. T. Duncan; secretary, W. H. Eaton. Councilors: 
H. E. Henderson, Hugh Freidell, O. C. Jones (north 
of Gaviota). 

_ Doctor Markthaler then called upon President-elect 
Shelton to conduct the remainder of the meeting. 


After short introductory remarks, Doctor Shelton 
called upon the following visitors for a few remarks: 
Judge Atwell Westwick, Attorney Harrison Ryon, and 
Dr. Harry V. DeGighne of Juneau, Alaska. 
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It was moved, seconded, and unanimously carried 
that Dr. William T. Barry be elected an honorary 
member of the Society. 

Doctor Shelton then introduced the speaker of the 
evening, Dr. L. L. Stanley, medical director of the 
State prison at San Quentin. Doctor Stanley’s talk 
was intensely interesting and educational. Lantern 
slides of the prison were shown. 

Wituiam H. Eaton, Secretary. 
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SONOMA COUNTY 


The Sonoma County Medical Society held its Janu- 
ary meeting on the 10th of the month. 

The meeting began with a clinic on tuberculosis, 
held in the offices of Doctors Shipley and Hines, 533 
Mendocino Avenue. Some twenty-six patients from 
different parts of the county were present and ex- 
amined. Dr. Sidney J. Shipman of the faculty of the 
University of California Medical School and Dr. F. 
McGrain of the Silvarado Sanitarium conducted the 
clinic, with the assistance of quite a number of the 
Sonoma County physicians. This work was materially 
helped by the public health nurses, Miss Carlson of 
the State Tuberculosis Association, Miss Sacry of the 
High School, Miss Peterson of the county school 
service, and Miss Martin of the Red Cross. Mr. N. F. 
Higby, president of the State Tuberculosis Associ- 
ation, was also an observer. All present, including 
the patients, seemed to enjoy the meeting. 

At 7 p. m. a dinner was served in the private dining 
room of the Occidental Hotel, which was attended 
by thirty members and guests. 

After dinner the Society was called to order by 
President F. O. Butler. 

There being no further important business, the 
president introduced Doctor Shipman, who gave a 
very instructive discourse upon Pulmonary Tuberculosis, 
which was illustrated by lantern slides made from 
x-ray films. This is the second meeting of the kind 
held by the Sonoma County Medical Society, and all 
present expressed the opinion that the time was well 
spent. 

President Butler appointed the following personnel 
to serve on the committees for 1935: 

Legislative Committee—H. S. Rogers of Petaluma, 
F. E. Sohler of Healdsburg, and J. H. McLeod of 
Santa Rosa. 

Public Relations Committee—J. Leslie Spear of 
Santa Rosa, M. L. Lewis of Petaluma, and L. W. Ray 
of Santa Rosa. 

Physiotherapy —C. M. Fleissner of Santa Rosa; 
E. Vieira of Sebastopol, and H. J. Wright of Healds- 
burg. 

Cancer Committee—A. A. Thurlow of Santa Rosa, 
H. S. Gossage of Petaluma, and B. B. Bacheldor of 
Sebastopol. W. C. SHIPLey, Secretary. 
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TULARE COUNTY 


A regular meeting of the Tulare County Medical 
Society was held on Sunday evening, December 16, 
1934, at Motley’s Cafe, Visalia, Dr. John R. Hicks, 
presiding. 

Dr. E. R. Zumwalt reported that he had discussed 
the formation of a unit of the Public Health League 


with the dentists and nurses’ representatives and 
would have plans later for a meeting to consider 
organization. 

A letter was read from the Tulare County SERA 
relative to possible projects for SERA workers in 
medical fields, and action was taken to signify our 
willingness to codperate in this matter. 

Dr. Frank Kohn then submitted the recommenda- 
tions of the Nominating Committee as follows: Presi- 
dent, Ray Rosson of Tulare; vice-president, I. M. Lip- 
son of Visalia; secretary-treasurer, K. F. Weiss of 
Visalia; censor, S. S. Ginsberg of Visalia (1935-1936) ; 
delegate, K. F. Weiss of Visalia; alternate, the elected 
president. 

The meeting was then opened for nomination of 
officers. Doctor Furness moved that the recommenda- 
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tions of the Nominating Committee be unanimously 
elected as the schedule of officers for 1935. This was 
seconded by Doctor Betts, and carried. 

Dues for the coming year, 1935, were voted at $10 
local, and $10 for State. 

Following the business meeting, Dr. George F. 
Schenck of Los Angeles presented a practical paper 
on everyday genito-urinary problems. The title of his 
paper was Renal Infections. A series of lantern slides 
was used to present the mode of infection, routes, its 
progress, the pathology, symptoms, diagnosis, and 
treatment of renal infections. A round-table discussion 
followed this worthwhile paper. 

Kart F. Weiss, Secretary. 
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VENTURA COUNTY 


The Ventura County Medical Society held its annual 
dinner and election of officers at the Ventura County 
Country Club, December 11, 1934, at 7:30 p. m. 

A business meeting was held after the dinner. Nomi- 
nation and election of officers was held, with those in 
office for 1935, as follows: President, A. Strong of 
Santa Paula; vice-president, Fred A. Short of Ven- 
tura; secretary-treasurer, A. A. Morrison of Santa 
Paula; delegate, G. C. Coffey of Ventura; alternate, 
W. Felberbaum of Santa Paula. 

Frep A. Suore, Secretary. 
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The regular monthly meeting of the Ventura County 
Medical Society was held at the County Clinic Build- 
ing on Tuesday, January 8. 

The meeting was called to order by President 
Strong, who turned the meeting over to Dr. W. S. 
Clark. Doctor Clark introduced Dr. Steele F. Stewart 
of Los Angeles, who presented a very instructive 
paper on Indications for Surgery of the Sympathetic 
Nervous System. Doctor Stewart then presented two 
reels of pictures which quite aptly illustrated the tech- 
nique for performing lumbar and cervical sympathec- 
tomies. 

A business meeting followed. 

Communications: A letter from the Committee on 
Legislative Activities of the American Medical As- 
sociation; State Secretary's monthly letter; invitation 
from the Santa Barbara society to members of this 
society to attend their annual meeting and dinner. 

Doctor Felberbaum was appointed to determine the 
cost of a machine with which the monthly meeting 
notices could be printed. Methods for increasing the 
attendance were discussed. 

Doctor Morrison was appointed program chairman 
for February, and Doctor Homer for March. 

A. A. Morrison, Secretary. 


CHANGES IN MEMBERSHIP 
New Members (11) 


Alameda County.— DeBert W. 
Henry, George T. Honaker. 

Imperial County—W. W. Apple, John L. 
Florence Mary Dunlap. 

Merced County—Harry M. Grayman. 

Napa County.—Orval L. Kirkle. 

Sacramento County.—Walter N. Becker. 

San Francisco—Mario Isnardi. 

San Joaquin County—E. W. Thomas. 


Transferred (3) 
Henry Hoagland, Los 
Riverside County. 
A. R. Dickson, from Los Angeles County to Cal- 
houn County, Michigan. 
William A. Key, from San Francisco County to 
San Mateo County. 


Connell, John R. 


Barker, 


from Angeles County to 


Resigned (3) 


Jacques R. Gray, from San Francisco County. 
Edward E. Hethcock, from Los Angeles County. 
Dorothy J. Stark, from San Francisco County. 
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du Memoriam 


Bucher, William Henry. Died December 30, 1934, 
age 60. Graduate of Medico-Chirurgical College of 
Philadelphia, 1896. Licensed in California in 1912. 
Doctor Bucher was a member of the Los Angeles 
County Medical Association, the California Medical 
Association, and a Fellow of the American Medical 
Association. ‘ 


Dannenbaum, Sydney Ray. Died at San Francisco, 
December 23, 1934, age 53. Graduate of the University 
of California Medical School, 1906, and licensed in 
California the same year. Doctor Dannenbaum was a 
member of the San Francisco County Medical Society, 
the California Medical Association, and a Fellow of 
the American Medical Association. 


* 


Hennemuth, John Louis. Died at Modesto, De- 
cember 9, 1934, age 66. Graduate of the University of 
Minnesota Medical School, Minneapolis, 1890. Li- 
censed in California in 1891. Doctor Hennemuth was 
a retired member of the Stanislaus County Medical 
Society, the California Medical Association, and the 
American Medical Association. 


* 


Kylberg, Hjalmar. Died at Merced, December 30, 
1934, age 69. Graduate of the California Eclectic 
Medical College, Los Angeles, 1893, and licensed in 
California the same year. Doctor Kylberg was a 
member of the Merced County Medical Society, the 
California Medical Association, and the American 
Medical Association. . 


Luttrell, Peter Harrison. Died at San Francisco, 
December 17, 1934, age 56. Graduate of Cooper Medi- 
cal College, San Francisco, 1908, and licensed in Cali- 
fornia the same year. Doctor Luttrell was a member 
of the San Francisco County Medical Society, the 
California Medical Association, and a Fellow of the 
American Medical Association. 


+ 


Neighbors, Clarence Anson. Died November 14. 
1934, age 54. Graduate of the Kansas City Medical 
College, 1905. Licensed in California in 1924. Doctor 
Neighbors was a member of the Orange County Medi- 
cal Society, the California Medical Association, and 
the American Medical Association. 


OBITUARY 


Clarence A. Neighbors 
1880-1934 


Clarence A. Neighbors was born in McPherson, 
Kansas, August 23, 1880. He was educated at Mc- 
Pherson Academy, Ottawa, University, 1902; M.S. 
from same, 1905; Kansas City Medical College, 1905. 
California license, 1924; member of Orange County 
Medical Association since 1929. Practiced at Emporia, 
Kansas, until 1920; Ottawa, Kansas, until 1927. Doctor 
Neighbors came to Anaheim in 1927 because of his 
health, and resumed practice in that place in 1929, 
where he continued to practice until his death on 
November 14, 1934. 

Doctor Neighbors was a member of the Orange 
County Medical Association, California Medical As- 
sociation, Long Beach Eye, Ear, Nose and Throat 
Club, and American Academy of Ophthalmology and 
Otolaryngology. : 

He was a member of the Baptist Church of Fuller- 
ton, a Mason-Shriner, an Elk, and a Lion. Former 
president of Lyon County Medical Association and 
trustee of the Baptist College of Kansas. 

Doctor Neighbors married May Beatty, May 8, 1907. 
He is survived by his widow and three children. 
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THE WOMAN'S AUXILIARY TO 
THE CALIFORNIA MEDICAL 
ASSOCIATION * 


MRS. PHILIP SCHUYLER DOANE ................2...... 
MRS. ELMER BELT 


..President 
Editor and Chairman of Publicity 


State Auxiliary News 


Canadians to Attend Atlantic City—Mrs. Robert W. 
Tomlinson, National Auxiliary president, in a letter 
just arrived reminds us that the Canadian Medical 
Society is meeting jointly with the American Medical 
Association at the annual convention in Atlantic City 
in June. This makes the oceasion one of far more than 
ordinary importance and gives to this great national 
medical gathering an interesting international flavor. 
Among the National Auxiliary plans for the entertain- 
ment of the feminine visitors is a gala evening spe- 
cially honoring the wives of the Canadian doctors 
attending. Every effort to greet and entertain our 
national neighbors from the north will be made. Many 
of our members are united by bonds of personal 
friendship with Canadian families of the medical pro- 
fession, and many more happy contacts should spring 
from this opportunity of meeting together. 
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National Auxiliary Officer Here—Mrs. Eben J. Carey, 
treasurer of the Woman’s Auxiliary to the American 
Medical Association, was a recent visitor to the Coast 
with her husband, Doctor Carey, dean of Marquette 
University School of Medicine, and their young daugh- 
ter. Mrs. Carey has already distinguished herself in 
the Auxiliary by work of that fine caliber that makes 
the cogs of organization machinery click in tune. As 
state president of the Wisconsin Auxiliary last year 
and as chairman of Credentials and Registration dur- 
ing the national convention at Milwaukee in 1933, she 
established a record for reliability and efficiency that 
will not be easy to equal. 
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Associate Membership Dues—A communication from 
San Diego County announces that several of the wives 
of physicians in Government service have lately joined 
the Auxiliary there as associate members. This opens 
the possibility of many valuable additions from that 
source, since the United States Army and Navy forces 
number many doctors in their medical corps, not only 
at the base in San Diego, but wherever they are sta- 
tioned in organized counties of the State. Their wives 
and those of internes are eligible to associate member- 
ship under the new revisions of the State constitutions 
adopted last May. 

The question of associate membership dues has 
come up for consideration with the inclusion of this 
group. Since there is no provision in the State con- 
stitution covering them, it has been suggested that the 
fixing of an amount of one dollar or less be left to 
the discretion of the county boards concerned. The 
State Auxiliary president has ruled that until such 
time as a provision is drafted to cover this point there 
is no need for the county to remit any part of their 
associate membership dues to the state treasurer. 
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Program Suggestions —While the year is still young 
and new county officers and committee chairmen are 


settling themselves in the official seats, we wish to 
submit two programs planned for this year by two 


*As county auxiliaries to the Woman’s Auxiliary to the 
California Medical Association are formed, the names of 
their officers should be forwarded to Mrs. Elmer Belt, 
caireemn of the Publicity and Publications Committee, 

200 Live Oak Drive, Los Angeles. Brief reports of county 
auxiliary meetings will be welcomed by Mrs. Belt and 
must be sent to her before publication takes place in this 
column. For lists of state and county officers, see adver- 
tis ing page 6. The Council of the California Medical As- 

ciation has instructed the editor to allocate two pages 
in every issue for Woman's Auxiliary notes. 
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counties with the country’s breadth between them. 
We present them with the hope that they may aid 
either in idea or inspiration some other county whose 
work is yet in the formative period. The first comes 
from our own State and has been worked out by Mrs. 
John V. Barrow and her committeemen. Under the 
general title of What a Doctor’s Wife Should Know, 
there will be discussed a series of topics, each by a 
qualified speaker, for fifteen minutes, at each of the 
general meetings of the year. This project is an at- 
tempt at self-education among the members them- 
selves. The topics include: 

1. A comparative study of the educational qualifi- 
cations of doctors of medicine, health officers, dentists, 
osteopathic physicians, chiropractors, naturopaths. 

. Clinics—Public and Private. 

. Nutrition. 

Animal Experimentation. 

. Food Handlers. 

6. The Problems of Narcotics and Intoxicants. 

7. Eugenics. 

8. Security for the Child. 

9. Epidemic and Contagious Diseases. 

The second plan comes from Georgia and was 
worked out by the Fulton County Auxiliary. Their 
year’s program includes the following subjects, one 
each for the main meeting of the month: 

1. Status of Mother Welfare in Georgia. 

2. Medicinal Plants of the Georgia Indians. 

3. Proper Lighting and Sight Conservation. 

4. The Story of the Christmas Seal—and the Men- 

ace of Tuberculosis. 
. Medical Legislation. 


The History of Medicine as Related to Mother- 
hood. 


The Contributions Chemists have Made to Health. 

. Quackery and the Auxiliary’s Place in Refuting It. 

. Study of the Medical Laws of Georgia and of the 
Work of the State Board of Health. 


* * * 


County Auxiliary Reports 


Alameda County.—The regular meeting of the Wom- 
an’s Auxiliary to the Alameda County Medical As- 
sociation was held at the Women's Athletic Club on 
Friday, November 16, 1934. Hostesses for the lunch- 
eon, which preceded the meeting, were Mrs. Forest 
Kracaw, assisted by Mrs. A. W. Henry and her com- 
mittee. At the business session the ticket submitted in 
September by the Nominating Committee was voted 
upon, and the following officers declared elected: Mrs. 
Robert Sutherland, president; Mrs. Harold Smithies, 
president-elect; Mrs. Harold Trimble, vice-president; 
Mrs. Charles Peters, recording secretary; Mrs. Harold 
Carpenter, corresponding secretary; Mrs. Walter 
Adams, treasurer; and Mrs. Leonard Barnard, Mrs. 
Lloyd Kindall and Mrs. Hobart Rogers, directors. 
These officers, together with the three directors held 
over from last year, Mrs. Walter Dickie, Mrs. A. W. 
Henry and Mrs. O. B. Jensen, form the board of the 
Alameda Auxiliary for the next eighteen months. 


A Revisions Committee, headed by Mrs. Thomas J. 
Clark, submitted amendments to the county constitu- 
tion, which were voted upon and accepted. These 
change the county year and annual election of officers 
from December to May and thus make the county and 
state calendar coincide. Following the business meet- 
ing, a program of impersonations and characteriza- 
tions was given by Alice Weaver, one of the Alameda 
members, and greatly enjoyed by all her listeners for 
their cleverness and discernment. 

Mrs. A. W. Henry, Publicity Chairman. 
7 7 v 


Los Angeles County—The Los Angeles County Aux- 
iliary held its annual meeting on December 18, 1934, 
in the Rainbow Isle at the Mayfair. Nearly two hun- 
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dred attended this closed session when the work of 
the year just closing was reviewed and the activities 
of the year ahead were planned. When luncheon was 
over, Mr. Thad Harvey, operatic tenor, delighted 
everyone with his fine singing. Mrs. J. Martin Askey 
gave a ten-minute review of current medical events, 
stressing the recent award of the Nobel Prize for 
scientific achievement to the three American phy- 
sicians—Murphy, Minot, and Whipple. 


Mrs. John V. Barrow, the president, then began the 
business session by calling on the various officers and 
committee chairmen for their annual reports. Several 
short speeches were made from the floor in appreci- 
ation of the Christmas Courier, the first edition of a 
small news sheet sponsored by the State Auxiliary. 
A vote of thanks to the retiring officers—Mrs. A. 
Brockway, Hospitality chairman; Mrs. Charles Futch, 
first vice-president; and Mrs. Clifford Walker, record- 
ing secretary—was expressed. The Revisions Com- 
mittee, Mrs. James F. Percy, Mrs. Philip S. Doane, 
and Mrs. H. Waldo Spiers, then read and submitted 
to vote the proposed amendments to the by-laws, 
which were unanimously accepted. 


Among the changes effected by these amendments 
is the transfer of the time of the annual meeting and 
election of officers from December to May, thus mak- 
ing the county calendar concurrent with that of the 
State. There will be no election in May of the present 
year, the new officers and board continuing in their 
posts for the next year and a half. Mrs. Philip S. 
Doane, state president, took the chair for the installa- 
tion of officers as follows: Reélected for president, 
Mrs. John V. Barrow; first vice-president, Mrs. Wil- 
liam A. Swim; second vice-president, Mrs. Walter H. 
Boyd of Long Beach; treasurer, Mrs. H. E. Schiff- 
bauer; recording secretary, Mrs. A. J. Annis. The 
four new directors for the board are: Mrs. Clinton D. 
Hubbard of Huntington Park, Mrs. Roy Miller of 
Pasadena, Mrs. Franklin Farman, and Mrs. Philip 
Stephens. Mrs. W. O. Leach of Glendale and Mrs. 
Mark Glaser remain on the board from last year. 


To plan constructively for the coming year and to 
enable both the Auxiliary and each individual member 
in it to gain the fullest benefit from their mutual asso- 
ciation, Mrs. Barrow has distributed among the mem- 
bership a circular with a series of such questions as: 
What business, professional, or artistic training have 
you had? What are your special educational or cul- 
tural interests? To what other organizations do you 
belong? In which of the Auxiliary’s activities would 
you be willing to serve? What type of program do 
you prefer? The answers to these circulars are now 
being compiled and will greatly aid the Auxiliary in 
planning its programs and the work of the year. 

Mrs. E_mer Bett, Corresponding Secretary. 
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Riverside County—The following officers were elected 
at the December meeting of the Woman’s Auxiliary 
to the Riverside County Medical Association: For 
president, Mrs. Hervey S. Faris; first vice-president, 
Mrs. W. W. Roblee; second vice-president, Mrs. T. A. 
Card; treasurer, Mrs. C. R. Geith; recording secre- 
tary, Mrs. Arthur Miller; and corresponding secretary, 
Mrs. H. J. Wickman. 
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Sacramento County.— The regular meeting of the 
Woman’s Auxiliary to the Sacramento Society for 
Medical Improvement was held at the home of Mrs. 
Frederick N. Scatena, with the president, Mrs. Howard 
Hall, presiding. Reports from the treasurer and the 
corresponding secretary were received. Mrs. F. Krull 
of the Library Committee of the County Hospital re- 
ported that Mrs. Scatena had recently donated thirty 
new books and that more were needed; that the 
patients expressed much enthusiasm over the books 
and wanted some with pictures. It was agreed to give 
$5 to the purchase of new books and also to procure 
a rubber stamp to mark the entire collection. 


A report from Mrs. E. O. Brown’s committee that 
$5 be given the Margaret Howard Memorial Fund for 
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scholarship at the Junior College was approved. The 
report further recommended that $2.50 be given in the 
future to the Sacramento Orphanage as a memorial 
gift on the death of an Auxiliary member in place of 
sending flowers; and that a note of sympathy be 
written to any member in whose family a death had 
occurred. The report was accepted and is to be used 
as future procedure under such circumstances. 

The Nominating Committee, composed of Mrs. Wil- 
liam K. Lindsay, Mrs. H. R. Johnson and Mrs. J. H. 
Davis, read the following ticket: Mrs. Frederick N. 
Scatena, president; Mrs. H. Kanner, first vice-presi- 
dent; Mrs. A. K. Dunlap, second vice-president; Mrs. 
William Van Den Berg, recording secretary; Mrs. 
F, P. Brendel, corresponding secretary; Mrs. T. Bink- 
ley, treasurer; and Mesdames C. B. Jones, J. T. Vance 
and W. A. Reckers, directors, to serve for two years. 

The meeting then adjourned for a social hour. 
Christmas music was sung by Rudolph Caffaro and 
Miss Mary Lusich, accompanied by Mrs. Zue Geery 
Pease. Bridge was enjoyed, and gifts of white ele- 
phants were distributed to each one present. Delicious 
refreshments were served by the hostesses assisting 
Mrs. Scatena, who were the members of the Execu- 
tive Board, from a table with decorations indicative of 
the Christmas season. 

SaraH L. BrenpveL, Corresponding Secretary. 
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San Joaquin County.—At the January meeting of the 
Woman’s Auxiliary to the San Joaquin County Medi- 
cal Society, action was taken to sponsor bringing the 
Dresden Exhibit on Eugenics to Stockton. Other or- 
ganizations of women will be invited to codperate 
with the Auxiliary in making this undertaking a 
success. Etta B. ConzELMANN, Secretary. 
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COMPONENT COUNTY MEDICAL 
SOCIETIES 
CLARK COUNTY 


The Clark County Medical Society held the first 
meeting of the new year Tuesday, January 8, at the 
Sal Sagev Hotel. Dr. R. D. Balcom, newly elected 
president, presided over the meeting. Other officers 
elected at the December meeting were Dr. R. O. Scho- 
field, vice-president, and Dr. Hale B. Slavin, secretary- 
treasurer. 


The scientific program for the evening was pre- 
sented by Dr. A. G. Clark of Boulder City on the 
subject of Renal Tuberculosis. Doctor Clark gave a 
concise and instructive discussion of his subject, which 
was followed by comments by Doctors Van Meter, 
Jannson, Odell, Balcom, and Woodbury. 

There was no business of any importance up for 
consideration. Doctor Van Meter announced, how- 
ever, that Dr. John Vruwink of Los Angeles, would 
present a paper relative to certain phases of his spe- 
cialty, obstetrics, at the February meeting of the 
Society. Hate B. Sravin, Secretary. 


® 
WASHOE COUNTY 


The Washoe County Medical Society held its first 
monthly meeting of the year on Tuesday night, Janu- 
ary 8, at the State Building. Dr. H. A. Paradis of 
Sparks called the meeting to order, and introduced the 
incoming president, Dr. M. A. Robison of Reno, one 
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of our veteran members. Doctor Paradis very gra- 
ciously thanked the Society for its fine codperation 
during his term of office. Dr. M. A. Robison then was 
seated and assured the Society that he would do his 
utmost to keep the Society up to the high standards 
of the past. 

The December minutes were read and approved, 
including the statement of a public accountant who 
had audited the secretary-treasurer’s books, finding 
a balance in the treasury of $48.96, as of December 11, 
1934. 

There was some difference of opinion among some 
members that a physician could, by paying the amount 
of county society dues (without paying the State 
dues), be considered a member of the local county 
medical society. To settle the matter authoritatively, 
the secretary wrote Dr. Olin West, secretary and 
general manager of the American Medical Associ- 
ation, Chicago, with reference to this point. Doctor 
West, in a reply of December 28, 1934, said: “I do 
not have available a copy of the constitution and by- 
laws of the Nevada State Medical Association, but I 
am practically sure that it contains specific provisions 
to the effect that the members of the component socie- 
ties of the Nevada State Medical Association shall 
be members of the State Association. The component 
county medical societies in each state are supposed to 
receive their charters frorh the State Association con- 
cerned. It is, of course, implied in this fact that the 
members of the county societies are also members 
of the State Association when their names are for- 
warded for enrollment and their membership dues or 
assessments are paid to the secretary of the State 
Association. 

“T think you will find in the by-laws of the Nevada 
State Medical Association, and probably in the by- 
laws of your own county medical society that, as 
secretary, you are required to transmit annual dues 
or assessments for all members of the Washoe County 
Medical Society to the secretary of the Nevada State 
Medical Association. 

“It is my personal opinion that membership in the 
Washoe County Medical Society involves membership 
in the Nevada State Medical Association.” 

The above letter was read in meeting, as in itself 
without motion settled the question whether or not 
a physician by simply paying county medical dues, 
could be allowed voice and vote in the local county 
society if his dues were not paid to the State Society. 

President Robison appointed a legal committee (if 
such should be needed) to work in the interest of the 
Society at the forthcoming meeting of the Nevada 
State Legislature. The committee named was: Dr. 
Horace J. Brown (chairman), to be assisted by Drs. 
MacLean, Harrison, DaCosta, and Hamer. 

A letter dated December 19, 1934, from Vera Wilson, 
R.N., secretary of the Nevada State Nurses’ Associ- 
ation, Reno, was read, making inquiry with reference 
to a point of ethics by a registered nurse to accept 
work as nurse under an osteopathic or chiropractic 
physician. The matter of advisability from a point of 
medical ethics was debated pro and con. Acting upon 
the advice of the members present, the secretary’s 
letter to the secretary of the Nevada State Nurses’ 
Association was as follows: 


“Your letter of the 19th of December, 1934, setting 
forth the query as to the question if regular nurses 
employed by osteopaths or chiropractors would be 
considered a violation of ethics from the viewpoint 
of the regular profession. 


“The same was discussed at the regular meeting of 
the Washoe County Medical Society. Opinions varied 
as to the advisability of nurses accepting patients 
under the professional care of osteopaths or chiro- 
practors while still seeking duty from the regular pro- 
fession. In general, that question must be decided by 
each nurse individually. Yet at the same time, a 
graduate nurse seeking employment with a patient 
under a regular physician would be liable to prejudice 
herself in the estimation of the regular medical pro- 
fession if it were known that she held herself open 
to the employ of chiropractors or osteopaths.” 
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There being no further routine business, the presi- 
dent called on Dr. Lawrence Parsons, pathologist of 
St. Mary’s Hospital, who gave an excellent paper on 
Blood Transfusion. 


An abstract of the paper follows: 


The paper was divided into the following heads: I. His- 
tory of Transfusion; II. The Blood Groups; III. Selection 
of the Donor; IV. Indications for Blood Transfusion; 
V. Technique of Transfusion; and VI. Untoward Reactions 
in Blood Transfusion. The paper was illustrated by means 
of a chart showing the classification of the blood groups 
and representing also the appearance of the test slides, 
using Group II and Group III sera, Moss’s classification 
<i method of Dr. Walter V. Brem, first published 
in 1917. 


The first successful transfusion was made by Jean Bap- 
tiste Denys, physician to Louis XIV, on June 15, 1667, 
using the blood of a sheep and giving it to a young man 
suffering from repeated hemorrhages. Similar transfusions 
were done between animals by Richard Lower, F. R.S., 
in England in 1666 and so characteristically described by 
Samuel Pepys in his diary. Untoward results and fatali- 
ties soon occurred and the practice was stopped by laws 
in England and on the Continent. Numerous unsuccess- 
ful attempts were made throughout the nineteenth cen- 
tury, after nearly 150 years, during which time they were 
not attempted. Only after the discovery and classification 
of the blood groups by Dr. Karl Landsteiner, Jansky, and 
Moss did transfusion become successful. Landsteiner re- 
ceived the Nobel Prize in Medicine in 1930 for his work, 
which was largely responsible in making blood trans- 
fusion the success it now is. 


The classification of Landsteiner, Jansky, and Moss were 
discussed. The racial incidence of the blood groups and 
the subject of subgroups was presented. The groups in 
infancy and the time of appearance of the agglutinins 
were presented. The relationship of hemagglutination to 
hemolysis and the significance of the latter in transfusion 
reactions were also discussed. 


Following the presentation of the above fundamental 
material the remainder of the paper followed the outline 
previously given. Great emphasis was given to the tech- 
nique of cross-matching of the blood of the donor with 
the serum of the recipient immediately prior to the trans- 
fusion in order to prevent as far as possible fatalities due 
to the assumption that persons of the same group are 
necessarily compatible for transfusion. 


This concluded the business of the evening and the 
Society adjourned in the regular order. 


Tuomas W. Batn, Secretary. 


Is not public health merely a matter of water sup- 
plies, ventilation, sewage, clinics, drains, street-clean- 
ing, garbage, infectious diseases, public health nurses, 
flies, dirt, slums, and serums? True it is that these 
items are all in it. But they no more constitute public 
health than mere paint, canvas and brushes constitute 
art; or mere iron ore and smelters constitute archi- 
tecture; or rods, lines and nets constitute the fishing 
industry; or axes and wire rope constitute lumbering; 
or schoolhouses and textbooks constitute education. 
All these items are merely the tools of the arts. The 
tools of an art are essential to the art; but they do not 
constitute the art. Art is the result achieved; it is that 
object toward which the tools merely perform the 
shaping of the path. 


That public health originated in the attempt to re- 
lieve crude physical suffering and especially to achieve 
this only by preventing disease, does not take from 
its present or future immensely greater importance. 
That it has reached already its present outstanding 
influence is proof enough of its inherent strength, a 
strength derived wholly from its truth—that is, its 
correspondence with, not things just dreamed about, 
but things that are—not with just some things in the 
universe but with all things. 


The common objective of medicine and of public 
health is the reduction of human misery due to dis- 
ease and death. The one devotes itself to the relief 
and cure of those already suffering, the other to pre- 
vention. Since neither fully succeeds, each must con- 
tinue to supplement the other. Each in its own field 
has made enormous advances from each its own angle. 
Co6peration is increasing as each understands the 
other’s problems better—H. W. Hill, M.D. 






































































































































































































































































































































































Under this department are ordinarily grouped: 


warrant. 





NEWS 


Coming Meetings 

American Medical Association, Atlantic City, New 
Jersey, June 10-14, 1935. Olin West, M. D., 535 North 
Dearborn Street, Chicago, Secretary. 

American Urological Association, San Francisco, June 
24-28, 1935. William E. Stevens, M.D., 870 Market 
Street, San Francisco, Chairman, Committee on Ar- 
rangements. 

Annual Congress on Medical Education and Licensure, 
Chicago, February 18-19, 1935. William D. Cutter, 
M. D., 535 North Dearborn Street, Chicago, Secretary. 

California Medical Association, Yosemite National Park, 
May 13-16, 1935. Frederick C. Warnshuis, M. D., 450 
Sutter Street, San Francisco, Secretary. 

Pacific Coast Surgical Association, Santa Barbara, Feb- 
ruary 21-23, 1935. Edgar L. Gilcreest, M. D., 384 Post 
Street, San Francisco, Secretary. 


Medical Broadcasts* 


American Medical Association Health Talks. — The 
American Medical Association broadcasts on a west- 
ern network of the Columbia Broadcasting System 
each Thursday afternoon on the Educational Forum 
from 4:30 to 4:45, central standard time. 

The American Medical Association broadcasts, under 
the title “Your Health,” on a Blue network of the 
National Broadcasting Company each Tuesday after- 
noon from 4:00 to 4:15, central standard time. 


7 A 7 


San Francisco County Medical Society.—The radio 
broadcast program for the San Francisco County 
Medical Society for the month of February is as 
follows: 


Tuesday, February 5—KJBS, 11:15 a.m., and KFRC, 1:15 
p.m, Subject: Whooping-Cough. 

Tuesday, February 
be no broadcast. 

Tuesday, February 19—KJBS, 11:15 a.m., and KFRC, 1:15 
p.m, Subject: A Forgotten Plague. 

Tuesday, February 26—KJBS, 11:15 a.m., and KFRC, 1:15 
p.m, Subject: Hydrophobia. 


12—Being a legal holiday, there will 
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Los Angeles County Medical Association—The radio 
broadcast program for the Los Angeles County Medi- 
cal Association for the month of February is as 
follows: 


Saturday, February 2—KFI, 9 a. m. 
and Human Progress. 

Saturday, February 2—KFAC, 10 a. m. 
Doctor and You. 

Tuesday, February 5—KECA, 11:15 a. m. 
cine and Human Progress. 

Saturday, February 9—KFI, 9 a. m. 
and Human Progress. 


Subject: Medicine 


Subject: Your 
Subject: Medi- 


Subject: Medicine 


Saturday, February 9—KFAC, 10 a. m. Subject: Your 
Doctor and You. 

Tuesday, February 12—KECA, 11:15 a. m, Subject: Medi- 
cine and Human Progress. 

Saturday, February 16—KFI, 9:00 a. m. Subject: Medi- 
cine and Human Progress. 

Saturday, February 16—KFAC, 10 a. m. Subject: Your 
Doctor and You. 

Tuesday, February 19—KECA, 11:15 a. m. Subject: Medi- 
cine and Human Progress. 

Saturday, February 23—KFI, 9:00 a. m. Subject: Medi- 
cine and Human Progress. 

Saturday, February 23—KFAC, 10 a. m. Subject: Your 
Doctor and You. 

Tuesday, February 26—KECA, 11:15 a. m. Subject: Medi- 


cine and Human Progress. 


*County societies giving medical broadcasts are re- 
quested to send information as soon as arranged (stating 
station, day, date and hour, and subject) to CALIFORNIA 
AND WESTERN MEDICINE, 450 Sutter Street, San Francisco, 
for inclusion in this column. 
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American Urological Association. — The American 
Urological Association will hold its annual meeting 
on June 24 to 28, inclusive, at the Palace Hotel, San 


Francisco. William E. Stevens, M.D., 870 Market 
Street, San Francisco, is chairman of the Committee 
on Arrangements. 


American Board of Radiology to Meet on Pacific 
Coast.— B. R. Kirklin, M. D., secretary-treasurer of 
the American Board of Radiology, Rochester, Minne- 
sota, has sent out a notice that the American Board of 
Radiology has decided to hold a meeting on the west 
coast about the middle of May, 1935, at which time 
candidates will be examined for certificates. Additional 
information concerning these examinations was given 
in this column in the Januafy issue. 


Professor Lindner of Vienna to Give Eye Course in 
San Francisco.—Professor Dr. Karl Lindner, chief of 
the eye clinic in Vienna, successor to Professor Fuchs, 
will be in San Francisco March 10, and will give a 
series of five lectures and demonstrations on selected 
eye topics under the auspices of the Stanford Medical 
School. A charge sufficient to defray his expenses only 
will be made. Eye specialists interested in this course 
can communicate with Dr. Hans Barkan, Stanford 
University Hospital. Telephone: West 8000. 


Fifty-Third Course of Popular Lectures by Stan- 
ford—Stanford University School of Medicine an- 
nounces the fifty-third course of Popular Medical Lec- 
tures (illustrated) to be given at Lane Hall, north side 
of Sacramento Street, near Webster, on alternate 
Friday evenings, at 8 p. m. sharp. All interested are 
cordially invited to attend. Program follows: 


Friday evening, January 4—Brain Activities, James 
M. D. Olmsted, Ph. D. 
Friday evening, January 18—Poliomyelitis, Harold K. 


Faber, M. D. 

Friday evening, February 1—Dinitrophenol in the Con- 
trol of Obesity, Maurice L. Tainter, M. D. 

Friday evening, February 15—Quinin: The First Hun- 
dred Years, Nathan Van Patten, Director of University 
Libraries. 

Friday evening, March 1—Present-Day Relationships Be- 
tween Medicine and Industry, William P. Shepard, M. |) 

Friday evening, March 15—Growth and Development in 
Infancy, Mary H. Layman, M. D. 


Pacific Institute of Tropical Medicine.—Dr. Alfred 
C. Reed, professor of tropical medicine and director 
of the Pacific Institute of Tropical Medicine at the 
University of California, has been elected to the post 
of secretary-treasurer of the American Society of 
Tropical Medicine. 

Announcement of Doctor Reed’s new position was 
made following a meeting of the organization in San 
Antonio, Texas. At that meeting Dr. Herbert G. John- 
stone, associate in tropical medicine at the University 
of California, and Mrs. Margaret K. Iverson, sub- 
mitted a report on the incidents of intestinal amebic 
infections among men and women engaged in the 
preparation or handling of food in San Francisco. 

This study of amebiasis was made with the codper- 
ation of Dr. J. C. Geiger, head of the health depart- 
ment of San Francisco. It was found that food hand 
lers in the city are more free from amebiasis than the 
general population. The percentage of infection among 


the former was 2.9 and among the latter between 
5 and 10. 
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Famous Medical Journal Editor Dies—Dr. Lewis 
Stephen Pilcher.—Dr. Lewis Stephen Pilcher, scholar 
and editor for half a century of the oldest surgical 
journal in the United States, the Annals of Surgery, 
died recently at eight-nine years of age. Country 
school teacher, country practitioner, naval surgeon, 
student of tropical disease, anatomist, professor of sur- 
gery, editor, bibliophile, patriot—these nouns indicate 
a few of his many interests and activities over a long 
and intensely useful life. 

Lewis Stephen Pilcher entered the University of 
Michigan at the age of thirteen, and took his bache- 
lor’s degree at seventeen, the youngest matriculant 
and the youngest graduate of that great institution. 
His master’s degree was added within a year; and in 
that same year he entered upon medical study. This 
was in 1863, when the Civil War was raging. The 
next year found him with enough medical knowledge 
to volunteer as a hospital steward and throw himself 
into the thick of service to the sick and wounded. 
Then back to the University of Michigan and the 
doctor’s degree in 1866. . . . In 1884 he became editor 
of the Annals of Surgery, which position he has occu- 
pied to the present day. This publication, beginning 
in 1884, was acquired in 1897 by J. B. Lippincott Com- 
pany. The editorial policy and censorship of adver- 
tising have never been relinquished by the editor. If 
we add to the fifty years of the Annals of Surgery the 
seven years of the Annals of Anatomy and Surgery, and 
its predecessor which he inspired and dominated, this 
period of medical editorship establishes him as the 
dean of medical editors in the United States, if not in 
the world. 


Food Seizures Heavy in November.—The United 
States Department of Agriculture (Office of Infor- 
mation) reports as follows: Nearly sixteen thousand 
bushels of apples bearing poison residues exceeding 
safe limits were seized in November, the Food and 
Drug Administration reports. .. . 


Fifty-two shipments of decomposed or filthy cream, 
totaling more than 3,000 gallons, and 11,676 pounds 
of unfit butter, were confiscated and destroyed. The 
cream was in every instance en route to creameries to 
be made into butter... . 


Among seafoods, canned shrimp predominated in 
number of seizures made, there being sixteen totaling 
four thousand cases; canned mackerel was next with 
eleven seizures covering 4,300 cases; and one consign- 
ment of mongrel whitefish was seized because of para- 
sitic worms. Other unfit commodities confiscated were 
decomposed shell eggs, decomposed ripe olives, canned 
corn containing caterpillars, whisky containing vinegar 
flies, canned tomatoes in active fermentation, filthy 
sesame seed, insect-infested figs, and dirty canned 
spinach. 

A shipment of 2,400 quart bottles of absinthe labeled 
“Pernod Liquer,” originating in Belguim, was confis- 
cated during November at New York. Absinthe con- 
tains wormwood, a deleterious ingredient, and there- 
fore violates the Federal and Food and Drugs Act. 

In the drug field, seizures were effected of ship- 
ments of chloroform, tincture of opium and witch- 
hazel extract, all found below standard. “Patent” 
medicine seizures included a consignment of “Fink’s 
Magic Oil,” shipped from Cincinnati, to Newburgh, 
New York, labeled as a treatment for rheumatism, 
toothache, earache, sore throat, pains and aches, diar- 
rhea, chills and fever, cholera, cholera morbus, colic, 
mumps, catarrh, asthma, eczema, boils, ringworm, and 
bronchitis. These claims, the Government alleged, 
were false and fraudulent. Other medicines seized be- 
cause of label claims that could not be substantiated, 
were “Terraline” and “Terraline Creosote” for pulmo- 
nary disorders and bronchial catarrh; “Power’s Asthma 
Relief” for asthma and hay fever; a “candy worm 
expeller” for intestinal worms and tapeworms; and a 


“veterinary balm” for various disease conditions of 
livestock. 


MISCELLANY 


Senate Committees: 


Public Health and Quarantine: 


Leonard J. Difani, Chairman—Riverside County. 
Walter McGovern—San Francisco County. 
Frank W. Mixter—Tulare County. 
Harry L, Parkman—San Mateo County. 
Edward H. Tickle—Monterey County. 
Dan E. Williams-—Mariposa County. 
Sanborn Young—Santa Clara County. 
Hospitals and Asylums: 


Herbert W. Slater, Chairman—Sonoma County. 

Ed Fletcher—San Diego County. 

William F. Knowland—Alameda County. 

Harry L. Parkman—San Mateo County. 

Harry A. Perry—Humboldt County. 

Charles F. Reindollar—Marin County. 

Sanborn Young—Santa Clara County. 
Insurance: 

Dan E. Williams, Chairman—Mariposa County. 

George M. Biggar—Mendocino County. 

Charles H, Deuel—Butte County. 

Leonard J. Difani—Riverside County. 

Ray W. Hays—Fresno County. 

Henry McGuinness—Siskiyou County. 

Harry L. Parkman—San Mateo County. 

Charles F. Reindollar—-Marin County. 

Jerrold L. Seawell—Placer County. 

Ralph E. Swing—San Bernardino County. 

W. R. Sharkey—Contra Costa County. 


Missing.—Dr. George H. Bigelow, formerly Com- 
missioner of Public Health of the Commonwealth of 
Massachusetts, and present Director of the Massa- 
chusetts General Hospital, Boston, Mass., may be a 
victim of amnesia. 

Description: Six feet tall; weighs approximately 175 
pounds; has deep blue eyes; heavy shock of black hair 
closely cut, slightly gray at the temples. He is of 
rangy build. When he left his home he wore a soft 
brown felt hat, a black overcoat with a velvet collar, 
a brown suit, and tan rubber-soled shoes, and a soft 
white shirt. He is forty-four years of age. He wore 
a square silver wrist watch with a leather strap, and 
carried a brown pigskin brief case. 


He disappeared December 4, 1934, having left his 
home in Milton, Mass., for his office in the Moseley 
Building at the Massachusetts General Hospital, Bos- 
ton, Mass. He was to appear at 8 p. m., Tuesday 
night, December 4, 1934, at the Staten Island Hospital 
to speak, and on Wednesday at the American Society 
for the Control of Cancer in New York City. 


The finger prints of Dr. George H. Bigelow are in 
the possession of the Department of Public Safety of 
the Commonwealth of Massachusetts. Hospitals are 
requested to finger-print all amnesia victims unidenti- 
fied, forwarding the same to Colonel Paul G. Kirk, 
ey of Public Safety, State House, Boston, 
Mass. 


Warns of Danger in Raw Pork Which May Cause 
Trichinosis.—The caution to “cook pork well” is again 
repeated and emphasized by the United States De- 
partment of Agriculture. . . . Trichinosis is a disease 
of humans caused by small threadworms known as 
trichinae. These parasites occur occasionally in the 
muscle tissue of pork. When infested pork is eaten by 
human beings in a raw or insufficiently cooked state, 
the parasites are set free in the digestive tract, where 
they grow and multiply. Ultimately the new genera- 
tion invades the muscles of their human victims and 
produces the disease, trichinosis, which may be ex- 
ceedingly painful and longdrawn out. In extreme 
cases, it causes death. 


“There is no danger whatsoever from pork, so far as 
trichinosis is concerned, if care is taken to cook well 
all pork and products containing pork muscle tissue,” 
says Dr. Benjamin Schwartz, department zodlogist. 
“Pork” he states, “is one of the most appetizing arti- 
cles in the human diet. Only a very small proportion 
of the hogs in this country are infested with trichinae, 
but it is dangerous to eat raw or improperly cooked 
pork. These parasites in pork are rather easily de- 
stroyed by cooking. Dead trichinae cannot- produce 
trichinosis. To avoid trichinosis, follow the simple pre- 
caution: Cook all pork well done.” 
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Address by Nobel Prize Winner.—Dr. Leroy Sherry, 
retiring chief of staff, presided at the annual dinner 
for members of the medical staff of the Pasadena 
Hospital at the hospital. More than 150 attended. 

Dr. Thomas Hunt Morgan of Caltech, Nobel prize 
winner (1933) in biology presented an illustrated lec- 
ture on the principles of heredity which are particu- 
larly related to the field of medicine. 

Some of the laws of inheritance and the complexity 
of these laws which have been definitely established 
by research, were described by Doctor Morgan and 
illustrated by charts showing the transmission of in- 
herited traits in plants, animals, and human beings. 

Doctor Morgan hopes that the biologist will be able 
to tell the physician who discovers a dominant in- 
herited trait in his patient which other traits will be 
present although they are not observable. This scien- 
tific assistance would be very helpful to medical 
science. 

The financial statement of the hospital was given by 
Mr. Ruddock. Miss Alice Henninger, superintendent, 
stated that 4,062 patients were cared for by the Pasa- 
dena Hospital in 1934, receiving 38,005 days of hos- 
pital service. There were 2,565 operations performed 
in the hospital, and 306 babies born there. Miss Hen- 
ninger also stated that 1,009 patients received free or 
part-pay service given by the hospital welfare and 
endowment funds amounting to about $25,000. 

Comprehensive reports of the work of the com- 
mittee of the hospital staff were given by the com- 
mittee chairmen: Drs. Frank W. Hodgdon, J. L. 
Busby, John Dunlop, J. H. Breyer, P. S. Doane, E. M. 
Johnstone, C. C. Snyder, Alvin G. Foord, George 
Dock, and R. K. Gustafson. 

Dr. Harry Markolf, the new chief of staff, and Dr. 
John Chapman and Dr. Leland Hunnicutt, the officers 
appointed for the year 1935, took over the duties and 
responsibilities for the hospital staff. 





The United States Public Health Service—In the 
Surgeon-General’s report to Congress it is stated there 
is yet no evidence that the depressed economic con- 
ditions of the past few years have lowered the general 
health of the people of the United States, according 
to the Surgeon-General of the United States Public 
Health Service. This information is presented in his 
annual health accounting to Congress which reports 
the activities of his organization for the 136th year of 
its existence. While death rates are available from 
year to year as an index to health, the Surgeon-General 
has not relied upon these rates alone, but has insti- 
tuted special studies of actual sickness over a period 
of several years, beginning in 1929, in ten localities 
where the depression has been most severe. These 
studies show higher sickness rates in the economic 
group rated in comfortable circumstances in 1929, but 
subsequently reduced to the lower economic class. The 
most important reasons given for the continuation of 
general good health are the vast work of the relief 
agencies and the fortunate absence of widespread 
epidemics, 

It is interesting to note that for the calendar year 
1933 the general death rate, 10.5 per 1,000 population, 
was the lowest ever recorded in the United States; 
and the rate for 1932 was next lowest, 10.8 per 1,000. 
While health conditions remained comparatively good 
for the first half of 1934, the death rates for many 
localities were higher than those for the preceding 
year. 

In spite of the economic conditions, the number of 
deaths from tuberculosis continued to decrease. For 
the calendar year 1933 the death rate was 59 per 
100,000 population—S5 per cent below the previous low 
minimum. The typhoid fever death rate was also the 
lowest ever recorded—only 3.5 deaths per 100,000, 
which was 8 per cent below the previous minimum. 
The diphtheria rate dropped to 3.9 per 100,000—also 
the lowest death rate ever recorded by the Public 
Health Service for this disease. 


_ Although there were no widespread epidemics dur- 
ing the year under report, there were three major local 
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epidemics. An unusual outbreak of amebic dysentery 
occurred in Chicago in 1933 during the Century of 
Progress Exposition. Many people became ill after 
returning to their homes, but no secondary epidemic 
was reported outside of Chicago. Approximately 700 
cases occurred or originated in Chicago. The epidemic 
was caused by defective plumbing. An outbreak of 
epidemic encephalitis, with some unusual clinical fea- 
tures, occurred in St. Louis and the surrounding coun- 
try with about 1,100 cases and more than 200 deaths; 
and California had an epidemic of poliomyelitis (infan- 
tile paralysis) in 1934. 

Smallpox, the principal scourge of mankind in the 
last century, still caused more than 75,000 deaths in 
countries sufficiently advanced in health matters to 
keep vital statistics records; but less than forty of 
these deaths occurred in the United States, although 
nearly 7,000 cases of the disease were reported. Sey- 
eral European countries have advanced so far in pre- 
ventive activities that they did not have a single case 
of smallpox in 1933. 

The birth rate continues to decline in the United 
States. The rate in 1933 was 16.4 per 1,000 popula- 
tion, as compared with 17.4 in 1932. Fortunately, how- 
ever, the infant death rate also continues to decline. 
In 1933 there was one death in the first year -of life 
for every seventeen children born, while in 1915 one 
out of every ten died. 

In reporting on world health conditions, which were 
comparatively good, the report calls attention to the 
absence of epidemics, such as influenza. The occur- 
rence of cholera was confined to Asia and the adjacent 
islands, where there were about 100,000 cases with 
48,000 deaths, as compared with 75,000 cases and 
39,000 deaths in 1932. 


Plague caused more than 77,000 deaths in 1933 as 
compared with about 50,000 in 1932. This disease, the 
dreaded “black death” of past ages, appeared in all the 
great land divisions of the world except Australia. 
Two cases occurred in California, where the disease is 
kept smouldering in the ground squirrels. . . 


The airplane is now an important possible source of 
infection to this country; and during the fiscal year 
3,668 airplanes carrying 26,951 persons arrived at fifty- 
seven airports of entry in the United States from for- 
eign ports, requiring quarantine inspection. Of these, 
2,456 airplanes were inspected and 23,899 persons were 
medically examined by medical officers of the Public 
Health Service. On April 6, 1934, the International 
Sanitary Convention for Aerial Navigation was signed 
on behalf of the United States by the American Minis- 
ter at the Hague. This is an international agreement 
among twenty-three original signatory governments 
regulating airplane traffic in the interest of interna- 
tional health. The Surgeon-General says that with the 
greater use of aerial transportation and modern speed 
of travel, the time of passage from many countries to 
our shores now falls within the incubation period 
of many dangerous communicable diseases. 


Travelers will be interested to know that the sources 
of drinking and culinary water used on interstate rail- 
roads, buses, vessels, and airplanes are inspected and 
certified by the United States Public Health Service. 
Ninety-four per cent of these supplies were inspected 
and certified during the year. It was found necessary 
to prohibit the use of twenty-eight of these supplies. 
Inspections were also made of shellfish-bearing areas 
to determine the efficacy of State control. 

The Public Health Service covers a broad field in 
its research activities in the cause and prevention of 
disease. Its principal laboratory is the National In- 
stitute of Health in Washington, but it also maintains 
field laboratories in various parts of the country. The 
subjects of research include, among others, cancer en- 
cephalitis, heart disease, leprosy, malaria, psittacosis, 
Rocky Mountain spotted fever, tularemia, tick fever, 
child hygiene, dental conditions, industrial dermatoses, 
and milk sanitation. 

At its Rocky Mountain spotted fever laboratory in 
Hamilton, Montana, the United States Public Health 
Service manufactured nearly 250 quarts of protective 
vaccine against Rocky Mountain spotted fever for the 
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1934 season. About forty quarts were used by the 
CCC for administration to personnel located in camps 
in the Northwest, where the danger of infection is 
greatest and the disease most frequently fatal. New 
areas of occurrence of this disease were found. .. . 


The participation of the Public Health Service in 
the Civil Works program was an outstanding activity 
during the year. Through the use of work relief labor, 
assistance was given to fourteen States in malaria- 
control drainage work, in which 6,000 miles of ditch- 
ing was carried out. In these States there are approxi- 
mately two million cases of malaria each year, and the 
annual loss therefrom is estimated at half a billion 
dollars. Under the Civil Works program and aid, more 
than 225,000 sanitary outdoor toilets for rural homes 
were constructed in twenty-two States, the material 
being furnished by the home owners. 

In the field of public health, new problems con- 
stantly arise and new dangers appear, such as those 
illustrated by the unusual type of encephalitis appear- 
ing in St. Louis in 1933, the extensive outbreak of 
amebic dysentery in Chicago, and the necessity for 
the control of distillery wastes which are now being 
emptied into already heavily overtaxed and polluted 
streams, thus seriously affecting the water supplies of 
the country. Constant vigilance is required for the 
early detection and study of these new, continually 
arising dangers to the public health in order success- 
fully to combat them. 


CORRESPONDENCE 


Travel to American Medical Association.—The fol- 
lowing information is transmitted to those of our 
members contemplating attendance at the American 
Medical Association meeting in Atlantic City the week 
of June 10. This will be an unusual meeting because 
it will be a joint one with the Canadian Medical 
Association. Members interested should contact the 


State Secretary, who will be pleased to arrange travel 
details, 

January 7, 1935. 
Dr. Frederick C. Warnshuis, 
450 Sutter Street, 

San Francisco, Calif. 


Dear Doctor Warnshuis: 


As the American Medical Association convention opens 
in Atlantic City on June 10, the delegates can leave San 
Francisco on our Santa Rosa May 17 (Los Angeles May 18), 
arrive New York June 4, and have six days at their dis- 
posal for visiting New York, Boston, Washington, Phila- 
delphia, or Baltimore before the meeting opens. 


The trip by our steamer is eighteen days from San 
Francisco and seventeen days from Los Angeles, stops 
being made in six foreign countries. Shore visits and 
excursions are available in each. Countries visited en 
route to New York are: Mexico, Guatemala, El Salvador, 
Panama, Colombia and Cuba, and stops are of ample 
time to permit passengers going ashore and taking the 
organized shore trips. No passports are necessary. 

We operate three of the finest ships flying the Ameri- 
can flag in this California-New York service. Every room 
is full outside and has its private bath or shower or both, 
with fresh water. The Santa Rosa and her sister ships 
have the largest outdoor tiled swimming pools on any 
ship, dining rooms on promenade deck amidships, a fine 
club and bar, gymnasium, Dorothy Gray beauty salons, 
and other attractive features. 


The steamer fare to New York starts at $250 (room 
with private bath, of course) and rail fare back to Cali- 
fornia when bought with steamer tickets is $90 via any 
direct routing, through Chicago, St. Louis, etc. The cost 
ber person for this water-rail trip around and across 
America (minimum priced accommodations aboard ship) 
may be arrived at as follows: 


$250.00 
90.00 
24.75 
20.00 


I attach hereto a detailed itinerary of the voyage indi- 
cated in second paragraph and shall be glad to furnish 
further information and assistance at any time. 


Yours very truly, 


R. V. CROWDER, 
Passenger Traffic Manager. 


MISCELLANY 


Concerning SERA Fee Schedules: 


Gonzales, California, 


Dr. Robert A. Peers, January 12, 1935. 


Colfax, California. 
Dear Doctor Peers: 

This morning I sent the following letter to Doctor 
Clarence Toland: 

“I am writing to you at the suggestion of the Mon- 
terey County Medical Society to ask if the State So- 
ciety is taking action at this time to procure from the 
SERA a more acceptable fee schedule for medical 
services, especially as regards the hospitalization, lab- 
oratory and x-ray fees. We have noted in the A. M. A. 
Bulletin for November that in other states, notably 
Texas, Colorado, and Wyoming, in the West, the 
State societies have been instrumental in obtaining, 
and even in almost forcibly extracting acceptable fee 
schedules from the State or District Administrators 
of the relief organization. In Monterey County we 
have refused to accept the submitted fee schedule and 
panel system offered; but instead, have offered to 
accept a general panel system whereby all regular 
medical licentiates are on a general panel and the 
patient has a free choice of medical attendant, instead 
of being directed to a single panel man. The county 
society has offered to distribute the examination and 
report form blanks so that every physician will not 
need a supply, thus avoiding waste. 

“We have agreed to accept the fee schedule tempo- 
rarily except for the hospital, laboratory and x-ray fee 
schedule, which we have not accepted. No provision 
has been made for this work outside of the Monterey 
County Hospital. We hope that by refusing to be 
bound to an arbitrarily selected panel and ruinous fee 
schedule we will be in a better position to bargain for 
more equable status. Can we do anything to aid in 
gaining a more advantageous position for our pro- 
fession? Please inform me if we can be of help.” 

As you are the president-elect of the State Medical 
Association, I am writing this with the hope that you 
will aid in furthering these proposals. 

Yours very truly, 
L. P. Davuin, M. D., 
President, Monterey County Medical Society. 


January 15, 1935. 
Dr. L. J. Davlin, 
President, Monterey County Medical Society, 
Gonzales, California. 
My dear Dr. Davlin: 

Your letter of January 12, with copy of the letter 
sent to Dr. Toland, regarding SERA fees, has just 
reached me and [| thank you very much for keeping 
me posted as to what you are doing in the Monterey 
County Medical Society. 

The Council of the California Medical Association 
has been aware of the necessity of securing arrange- 
ments with the SERA officials so that the interests of 
the medical profession, as well as the interests of the 
families on relief, shall be properly cared for. A com- 
mittee from the Council has been in touch with SERA 
officials and has had numerous conferences with them. 
It seemed, as long ago as the first of December, that 
a satisfactory plan would be worked out, but there 
have been a number of delays, which have in no way 
been the fault of the members of the Council. The 
Council will meet next Saturday and we expect a re- 
port from the committee at that time. 

I am sending a copy of this letter to Dr. Phillips, 
your district councilor. If you will get in touch with 
him, I am sure he can explain to you just what is 
being done and just how difficult it is to get definite 
arrangements with the SERA. However, I believe 
that everything will straighten out before long. 

With very kind regards and wishing you success in 
your good efforts to protect the interest of the men 
in your society, I am Sincerely yours, 

Ropert A. Peers. 


Note: All activities seeking to secure a state program 
for medical care for those on relief have been temporarily 
held up because of delay in appointing a new State Admin- 
istrator. As soon as the appointment is announced prompt 
effort will be made to secure an agreement.—F. C. W. 
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TWENTY-FIVE YEARS AGO* 


EXCERPTS FROM OUR STATE MEDICAL 
JOURNAL 


Vol. VIII, No. 2, February, 1910 
From Some Editorial Notes: 


Annual Meeting.—The fortieth annual meeting of the 
Medical Society of the State of California will, be held 
at Sacramento, April 19, 20, and 21, 1910, under the 
administration of Dr. James H. Parkinson of Sacra- 
mento, president. ... 

v 7 7 


Dr. Arberry Convicted—The San Francisco County 
Medical Society and its attorney, Mr. Walter Kauf- 
man, have indeed won a signal victory for decency 
and honesty in medicine by the conviction of one Dr. 
John J. Arberry of the crime of attempting to obtain 
money by false pretense, which verdict was secured 
after months of hard work, on January 13, 1909... . 
It is the first case of the kind in which a verdict of 
this sort has been secured in the United States, and 
it marks an epoch in the war of honesty and legitimate 
medical science against those dishonest and disreputa- 
ble members of the profession they disgrace who 
follow the practices of the advertising quack. 


7 7 7 


Sanitary Needs.—Of recent years a new field has been 
opened for properly equipped physicians which has not 
received the attention from our medical schools that it 
deserves. Dr. William F. Snow, a thoroughly trained 
sanitarian, and the secretary of the State Board of 
Health, says that there are few men available who 
possess the necessary education in preventive medicine 
to make them efficient officers of the public health. ... 


7 7 7 


Prosecution of Quacks.——This whole question of the 
prosecution of illegal practitioners and of those who 
are licensed but are nevertheless following dishonest 
quackery, is a very large and a very important one.... 


7 7 7 


Tuberculosis Ordinance—Probably no more signifi- 
cant legislation has been enacted in San Francisco 
during the past year than the ordinance relative to the 
prevention of the spread of tuberculosis, which re- 
cently became a law... . 


7 , .f 


Outrageous Treatment—In two towns in our State 
most iniquitous action has been taken by the Town 
Trustees. At St. Helena and at Salinas, ordinances 
have been passed requiring a license of $12 per year 
to practice medicine. ... 


From an article on “Importance of the Eye, Ear, Nose, 
and Throat Examinations in the Railway Service” by 
A.C. Seely, M.D., Roseburg, Oregon. 


This is rather a long title, but I promise you a very 
short paper. This subject was selected because I feel 
convinced that the examination of the eye and ear 
beyond vision and audition receives too little atten- 
tion, and the nose and throat none at all... . 


From an article on “Amebiasis” by J. D. Long, Past As- 
sistant Surgeon, United States Public Health and Marine 
Hospital Service. 

Since December 1, 1908, I have seen in the Marine 
Hospital and in the city of San Francisco 114 cases 
of amebiasis. 


* This column strives to mirror the work and aims of 
colleagues who bore the brunt of Association work some 
twenty-five years ago. It is hoped that such presentation 
will be of interest to both old and new members. 
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Vol. 42, No. 2 


BOARD OF MEDICALEXAMINERS 
OF THE STATE OF CALIFORNIA* 


By Cuartes B. Pinkuam, M.D. 
Secretary-Treasurer 


News 


In the 1934 annual report of the Board of Medical 
Examiners recently submitted to Governor Merriam, 
comment is made on various impostors who have at- 
tempted to secure a California license on false claims 
of medical credentials. Two of them were reported 
by the Criminal Identification Bureau as having quite 
a record. 


Mention is made of the arrest in Kansas City, Mis- 
souri, of William T. Gallagher and George M. Lind- 
say for violation of the federal postal laws, based on 
an asserted “diploma mill,” which is said to have sup- 
plied medical and chiropractic diplomas for a specified 
price and to have involved one or two states in a 
claim that licenses to practice could be obtained on 
the “goods” furnished by this mill. 


Regulation of the too prevalent broadcasting of 
worthless medical advice and claims for asserted cura- 
tive value of proprietary drugs is urged, reference 
being made to specific cases. 


Five revoked medical certificates were restored dur- 
ing the year. 

Examination records show that 324 physicians and 
surgeons took the written examination, 92 per cent 
having passed and 7 per cent having failed. The larger 
percentage of failures came from foreign medical 
schools. Germany, Russia, Italy, Philippine Islands, 
and Canada all furnished applicants, the larger percent- 
age, i. e., eleven, being from German medical schools. 

Ninety-nine reciprocity applicants were granted li- 
censes, the larger number being based upon Illinois 
medical licenses. Fifty-seven licentiates of California 
sought registration by reciprocity in other states. 


Thirty licentiates were called before the Board on 
charges of unprofessional conduct, the larger number, 
ten, being based on narcotic derelictions. Fifteen li- 
censes were revoked; thirteen were placed on proba- 


tion, and two hearings were pending for disposition 
in 1935. 


A voluminous report of the Investigation Depart- 
ment, North and South, tabulated the activities in law 
enforcement. 


Licentiates in the number of 249 died during the 
past year, special mention being made in the annual 
report of former Board members—Dr. P. T. Phillips, 
Dr. H. Miller Robertson, and Dr. H. A. L. Ryfkogel. 


Nine licentiates filed documentary evidence re change 
of name, and Board records were adjusted in accord- 
ance therewith. 


Reports relate Mrs. H. J. Smith on or about Janu- 
ary 11, 1935, pleaded guilty in the courts of San Diego 
to a charge of violation of the Medical Practice Act 
and was sentenced to serve ninety days in the county 


jail, sentence suspended on condition of no further 
violation. 


On December 7, 1934, Augusto Monasterio is re- 
ported to have paid in the courts of Los Angeles a 
fine of $100, based on a charge of violation of the 
Medical Practice Act. 


B. H. Duncan, reported as the bogus Lord Conyng- 
ham, Earl of Camperdown, etc., charged with viola- 
tion of the Medical Practice Act, was on January 9, 


* The office addresses of the California State Board of 
Medical Examiners are printed in the roster on adver- 
tising page 6. 
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